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COMPLETE ABLATION OF THE THYROID GLAND IN A 
CASE OF CHRONIC LYMPHATIC LEUKEMIA 
WITH HYPERMETABOLISM* 


BY WILLIAM DAMESHEK, M.D.,t DAVID D. BER 


UMEROUS investigators, in particular Minot 
and Means', and Friedgood*, have com- 
mented on the striking resemblance which fre- 
quently exists between the symptoms of hyper- 
thyroidism and those of chronic lymphadenosis 
(lymphatic leukemia). The symptoms of irri- 
tability, agitation, hyperactivity, asthenia, in- 
creased sweating, and loss in weight, associated 
with a warm, moist skin, a rapid pulse, and 
fine tremor of the hands are identical in both 
conditions. Whether these symptoms are de- 
pendent entirely upon the marked elevation in 
basal metabolic rate usually present in both dis- 
eases, or whether other more fundamental fac- 
tors are operative is not certain. Krantz and 
Riddle® stressed the importance of determining 
the basal metabolic rate as a guide to x-ray 
treatment in lymphatic leukemia, and pointed 
out that this test frequently gave a truer in- 
dication of the condition of the patient than the 
leukocyte count. They noted that the beneficial 
response which occurred following x-ray treat- 
ment was usually correlated with the resultant 
fall in metabolic rate. 

The following case report deals with a patient 
who presented the typical features of chronic 
aleukemie lymphadenosis (‘‘aleukemic lym- 
phatie leukemia’’) and showed a basal metabolic 
rate of +65 per cent. It was thought that the 
symptoms she presented of extreme irritability, 
agitation, hyperactivity, asthenia, marked weight 
loss, drenching sweats, and palpitation might be 
directly dependent upon the elevated metabolic 
rate. When these symptoms became extreme, 
and the signs of beginning circulatory failure 
(edema of the legs, hydrothorax) developed, it 
was felt that complete thyroidectomy might of- 
fer the prospect of at least symptomatic im- 
provement, especially since rest in bed, Lugol’s 
solution and x-ray treatment of the lymph-nodes 
and spleen had proved of no value. This oper- 
ative procedure, which has been found to be of 
definite value in reducing permanently the met- 
abolic rate in over 60 cases of severe heart dis- 
ease in this hospital, was accordingly done. The 


*From the Medical and Surgical Services and the Department 
of Pathology, Beth Israel Hospital, Boston, and the Depart- 
ment of Medicine, Harvard Medical School, Boston. 

+Dameshek, William—Associate Physician, Beth Israel Hos- 
pital. Berlin, David D.—Surgeon to Thyroid Clinic, Beth Israel 
Hospital. Blumgart, Herrman L.—Visiting Physician and Direc- 





tor of Medical Research, Beth Israel Hospital. For records 
and addresses of authors see “‘This Week’s Issue,’”’ page 772. 
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striking effects which followed—in this first re- 
corded complete thyroidectomy for leukemia— 
are the subject for the following case report. 


KEPORT OF CASE 


Rose K., B. I. H., 18314, a 42 year old American 
Jewish housewife, entered the Beth Israel Hospital 
on May 9, 1933, complaining of marked loss of 
weight. Her father had died at the age of 44 of 
carcinoma of the stomach. Two children were liv- 
ing and well; one child died in infancy from diph- 
theria. The patient had always been well except 
for attacks of “bronchitis”, which had occurred an- 
nually during the past three years. In 1926 she 
had weighed 130 Ibs. In 1932, she weighed 125 Ibs., 
but during the year before entry she had lost 12 
lbs. Until the winter of 1932, she had considered 
herself well. At that time she suffered a severe 
attack of “grippe”’ associated with bronchitis. She 
recovered from this illness, but beginning in April 
1933, she began to feel poorly, although. she had 
no specific complaints. In the latter part of the 
same month, she noticed a large lump in her left 
groin and slight swelling of the left leg. She be- 
came increasingly nervous and lost weight, although 
her appetite remained good. She finally came to 
the out patient department of the hospital, and was 
referred to the house medical service for study. 


Physical examination on admission revealed a tall, 
thin, garrulous, hyperactive woman, who appeared 
somewhat euphoric. The face was somewhat flushed, 
the skin warm and moist. The mucous membranes 
showed slight pallor. The edge of the liver was 
felt three fingersbreadth below the right costal mar- 
gin, extending well over toward the left of the mid- 
line. The spleen was greatly enlarged, occupying 
the entire left upper quadrant of the abdomen. Its 
lower edge was felt below the level of the umbilicus, 
and its upper edge could be percussed high up in 
the left axilla. The peripheral lymph-nodes through- 
out the body were greatly enlarged. They were for 
the most part discrete, elastic, firm, and non-tender. 
The cervical nodes were very numerous and could 
be felt in the posterior and anterior cervical tri- 
angles and at the angles of both jaws. They were 
usually the size of large beans, but several were wal- 
nut-sized. The axillary nodes were very large, es- 
pecially in the left axilla, where. one of them was 
the size of a small orange. Conglomerate masses 
of nodes were present in both inguinal regions, par- 
ticularly on the left, where a large mass of about 
the size and shape of a pear was felt. This mass 
was very hard and firm, and appeared to be ad- 
herent to the underlying structures. The epi- 
trochlear nodes could not be felt. The left leg 
showed slight pitting edema. The rest of the ex- 
amination, including that of the heart and lungs, 
was entirely normal. 

The laboratory data on admission were as follows: 
the urine showed a “v.s.t.” of albumin, the sedi- 
ment being normal. Hemoglobin (Sahli) was 60 
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per cent; red blood cell count 4.38 millions; white 
blood cell count 9,000 per cu. mm. Differential count 
of the white cells showed polymorphonuclear cells 
34 per cent, lymphocytes 58 per cent, monocytes 7 
per cent, eosinophiles 1 per cent. Most of the lym- 
phocytes were of the immature or large type, and 
12 per cent of the total white cell count was com- 
posed of lymphoblasts. The red blood cells showed 
slight hypochromia and slight change in size and 
shape; the blood platelets were normal. Blood non- 
protein nitrogen was 35 mgs. per 100 cc.; icterus 
index 6; blood cholesterol 153 mgs. per 100 cc. The 
Wassermann, Kahn, and Hinton tests were negative. 
The basal metabolic rate fluctuated between +42 
per cent and +61 per cent. An x-ray of the lungs 
showed prominent, lobulated hilar nodes. X-rays of 
the spleen were taken following the administra- 
tion of 75 ce. of a colloidal solution of thorium 
dioxide intravenously. The lower border of the 
spleen extended to within a few centimeters of the 
posterior crest of the ilium. The right lobe of the 
liver appeared to be increased in size and slightly 
low in position. 
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FIGURE 1. Chart illustrating the effect upon the basal 
metabolic rate and the body weight, of compound solution 
of iodine, x-ray treatment, and total ablation of the thyroid 
gland. 


The clinical diagnosis of chronic lymphatic leu- 
kemia (aleukemic) was made on the basis of the 
symptoms of weakness and loss of weight, the physi- 
eal signs of generalized lymphadenopathy and 
splenomegaly, and the definitely abnormal blood- 
picture which showed an absolute increase in the 
number of lymphocytes with the appearance of many 
immature lymphocytes and lymphoblasts. The hy- 
permetabolism was considered to be associated with 
the leukemic process. 


A sternal bone-marrow biopsy was done. This 
was essentially negative and showed but little in- 
filtration with cells of the lymphoid series. The 
ratio of nucleated red blood cells to white blood 
cells was 0.5 to 1 (normal about 1:1). Differential 
count of the bone-marrow white blood cells showed 
the following: mature polymorphonuclears 3.5 per 
cent, metamyelocytes 64.5 per cent, myelocytes 24.5 
per cent, myeloblasts 1.0 per cent, histiocytes 1.5 
per cent, and lymphocytes 5.0 per cent. 


Biopsy of one of the axillary lymph-nodes on 
microscopic examination by Dr. Monroe J. Schlesin- 
ger showed the node to be “largely run over and 
replaced by a single type of cell. Although the 


sites of many of the lymphoid follicles can still 
be made out by the arrangement of the stroma, the 
cells in these areas do not show the orderly ar- 
surrounded by 


rangement of germinal centres 





lymphoid cells. Instead the whole area is a solid 
mass of the same type of cells found throughout 
the node. These replacing cells also stuff the periph- 
eral and other sinuses and are found infiltrating the 
capsule. This capsular infiltration is continuous 
with the underlying infiltration. The infiltrating 
cells have large, pale, vesicular, irregularly shaped 
nuclei, with a sharply-cut nuclear membrane, and 
often one or more definite nucleoli. The cytoplasm 
of these cells is less obvious, but consists of a 
narrow, irregular rim, which is slightly basophilic 
and has no definite cell membrane. Mitotic figures 
are found throughout and also a rare cell with a 
multilobed large nucleus resembling a giant cell 
nucleus. There is no definite increase in fibrous 
tissue, and no areas of necrosis. Diagnosis: malig- 
nant lymphoblastoma, possibly lymphatic leukemia.’’* 


The patient remained in the hospital on her first 
admission from May 9 to May 23, 1933. Her tem- 
perature ranged between 98 and 99.5° F., her pulse 
between 80 and 100 per minute. She weighed 113 
lbs. on admission, 112.5 lbs. on discharge. On May 
18, the administration of compound solution of iodine 
was begun in a dosage of 10 minims three times 
daily. This was continued throughout the remainder 
of the patient’s stay and for a month following dis- 
charge. The patient was discharged to a convales- 
cent home, where she remained for a month. There 
had been no change in her condition while she was 
in the hospital. 


She returned to the Blood Clinic on June 23, 1933. 
She was still extremely hyperactive, and complained 
of extremely distressing sweats, usually -nocturnal, 
and drenching in type. There had been some slight 
gain in weight, but the metabolic rate was still 
markedly elevated (+63 per cent) despite the contin- 
ued administration of Lugol’s solution. On July 14, 
the cause of her continued gain in weight to 123 Ibs. 
despite the tachycardia (120 per minute) and the 
hypermetabolism was found in marked pitting edema 
of both legs. It was felt at this point that the 
chief symptoms in this case were due to the marked- 
ly elevated metabolic rate, leukemic in origin, to be 
sure, but bringing about, none the less, an actual 
“burning up” or dissipation of the patient’s energies 
and possibly causing some degree of cardiac decom- 
pensation. The possible presence of a hyperplastic 
thyroid gland was also considered. The possibility 
of alleviating these symptoms and thus preventing 
future damage to the myocardium by complete 
ablation of the thyroid gland suggested itself. After 
considerable discussion, it was decided that x-radia- 
tion over the lymph-nodes and spleen should first be 
instituted. If this proved unsuccessful in alleviat- 
ing the patient’s hypermetabolism and her associ- 
ated symptoms, thyroidectomy might then be done. 
She was accordingly given a series of deep x-ray 
treatments in the X-Ray Department under the su- 
pervision of Dr. Harry F. Friedman. Six ten-minute 
treatments over the spleen (80-100 roentgen units) 
were given and followed by three ten-minute treat- 
ments over the anterior chest of 100 roentgen units. 
These treatments were given on successive days be- 
ginning July 17 and concluding July 28. 


On July 21, her weight was 112 lbs., a loss of 11 
lbs. in one week, and examination disclosed almost 
complete absence of edema of the legs. On July 
28, she weighed 104.5 lbs., and the basal metabolic 
rate was +65 per cent. She seemed a little better 
on August 11, but her pulse was still 120 per minute, 
and the lymph-nodes, spleen, and liver showed no 


*It may be noted that Dr. Schlesinger 
diagnosis of “malignant lymphoblastoma”’ both lymphosarcoma 
and lymphatic leukemia. He maintains that by microscopic 
section alone, without knowledge of the blood, it is impossible 
to distinguish from examination of a single lymph-node between 
lymphatic leukemia and lymphosarcoma. 
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essential change from previous examinations. Blood 
studies showed very little change, except for slight 
leukopenia (5000 per cu. mm.). In September, she 
felt and looked very badly, was extremely nervous, 
irritable, hyperactive, and was again showing edema 
of the legs. She was finally readmitted to the House 
on September 8, 1933. 








active, and rapid, and a soft, blowing systolic mur- 
mur could be heard over the entire precordia. Gen- 
eralized lymphadenopathy was present as described 
in previous examinations. No diminution in size 
had occurred; if anything, most of the nodes were 
large. There was pitting edema of both legs, espe- 
cially marked in the left. Blood-pressure was 120 


FIGURE 2. Photomicrograph of section of lymph-node re- 
moved at biopsy. xX 900. Note the effacement of the normal 
architecture of the node, with extensive proliferation of primi- 
tive lymphocytes typical of lymphadenosis (lymphatic leukemia). 


Examination at this second admission showed a 
markedly emaciated, hyperactive woman, moving 
about very restlessly in bed. The skin was very 
warm and moist. There was no exophthalmos nor 
lid-lag. The thyroid gland was not palpable. There 
was dullness and diminished tactile and vocal 
fremitus at the bases of both lungs, probably due 
to fluid. The heart sounds were very loud, hyper- 





systolic, 65 diastolic mm. Hg. An x-ray of the chest 
disclosed an area of dullness and obliteration of the 
costophrenic angle at the right base, interpreted as 
“lesion at the right lower lobe with probably a small 
amount of fluid. ? of leukemic infiltration’. X-rays 
of the abdomen showed that the liver and spleen 
were larger than on previous examinations. 

The urine was normal except for many leukocytes 
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on one occasion. An electrocardiogram was normal 
except for slight right axis deviation. The blood 
at this time showed a definite though slight anemia 
together with a leukopenia. The hemoglobin ranged 
between 55 and 60 per cent, the red blood cell count 
between 3.04 and 3.80 millions, and the white blood 
cell count between 2400 and 5200 per cu.mm. The 
basal metabolic rate was still strikingly elevated: 
ranging between +48 and +56 per cent; and the 
blood cholesterol content was correspondingly low: 
101-112 mgs. per 100 cc. Again, no drop in metabolic 
rate followed the administration of Lugol’s solution. 

On September 26, 1933, total ablation of the thy- 
roid gland under gas-oxygen anesthesia was per- 


5% . 


i 


FIGURE 3. 
removed at operation. 
of the thyroid acini. 


formed by Dr. Berlin. The same technique was 
used as described in previous papers on total thy- 
roidectomy in severe cardiac disease*.°. The post- 
operative course proved essentially uneventful. 

The complete thyroid gland at removal weighed 
14.5 Gm. We are again indebted to Dr. Schlesinger 
for the following description of the gross and 
microscopic appearance of the gland. “The outer 
surface had a grayish pink to purple appearance. 
Microscopic examination revealed thyroid tissue in 
which the acini are uniform in size, shape, and dis- 
tribution. They are lined by a flattened layer of 
cuboidal epithelium, and the lumina are filled with 
uniformly-staining colloid material. There is no par- 
ticularly noticeable infiltration of lymphocytic or 
other types of cells, and there is no evidence of 
hyperplasia.” 

Eleven days after operation (October 7) the basal 











metabolic rate was +16 per cent. On October 20, 
she weighed 109 lbs., and her pulse was 80 per 
minute. Although she was still quite nervous and 
excitable, she seemed much quieter. She said she 
felt stronger and was pleased at the complete loss 
of palpitation, which had been so annoying before 
operation. She continued to have profuse night 
sweats. On examination, she was definitely less 
agitated, and the lymph-nodes seemed perceptibly 
smaller. Basal metabolic rate was +19 per cent. 
For the next month, until November 17, the clini- 
cal course was irregular. There was no further gain 
in weight,:in fact there was a slight loss—and there 
was no further drop in basal metabolic rate (+23 


Photomicrograph of section of thyroid gland 
xX 118. 


Note the normal structure 


per cent on November 2). However, on November 
17, she presented herself at the Blood Clinic and 
maintained she felt “wonderfully well”. She was 
much quieter, and her sweats had entirely ceased. 
She had gained 4 Ibs. since the preceding week, and 
the metabolic rate showed a marked drop to —6 per 
cent. The lymph-nodes of the neck were barely 
palpable, and the axillary and inguinal nodes had 
diminished about 50 per cent in size. The spleen 
was felt three fingersbreadth below the left costal 
margin and appeared to be about one-half of its 
previous size. 

From that time until the present, there has been 
continued and striking improvement. Gain in weight 
has been rapid, at the rate of 3-5 lbs. per week. The 
metabolic rate fell to —13 per cent on December 1 
and to —22 per cent on January 12, at which time 
small doses of thyroid extract were administered. 
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The blood cholesterol has risen from its pre-opera- 
tive low of about 100 to its present value of about 
290 mgs. per 100 cc. There is no further sweating; 
the patient usually feels somewhat cold; and her 
skin has become rather dry and coarse. The symp- 
toms of full-blown myxedema developed about three 
months after operation when the metabolic rate fell 
to —22 per cent. 

The most striking findings, however, are those 
referable to the lymph-nodes, spleen, and liver. At 
the present writing the cervical and axillary lymph- 
nodes have completely disappeared; and the large 


FIGURE 4. Roentgenogram of abdomen September il, 1933. 
Colloidal solution of thorium dioxide had been given in May, 
1933, and the spleen and liver continued to show the presence 
of ‘‘thorotrast’’. Note the extremely large size of both the liver 
and spleen, the latter organ extending almost to the pelvic brim. 


masses of inguinal nodes have diminished about 
90-100 per cent in size. Simultaneously, the spleen 
has become strikingly diminished in size, and can 
now be felt just below the left costal margin. This 
is well brought out in the x-rays of the abdomen. 
The blood findings during this period (September 
26, 1933-January 12, 1934) have shown slight though 
progressive improvement. There has been gradual 
amelioration of the anemia, although neither iron 
nor liver was given, and the leukocyte count has 
slowly but steadily risen. The differential count has 
shown a gradual approach to a more normal formula, 
and the lymphoblasts have entirely disappeared. 


COMMENT 
A. Results 


The results which followed complete removal 
of the thyroid gland in this ease of chronic 
aleukemie lymphadenosis with hypermetabolism 
are analyzed below. 


1. Symptoms 


The extreme agitation, hyperirritability, over- 
excitement, and insomnia all disappeared when 








the metabolic rate reached a level of —6 per 
cent. Palpitation of the heart ceased earlier. 
The last and most distressing symptom to leave 
was the severe drenching night-sweat. Despite 
the development of clinical myxedema at a met- 
abolic level of —22 per cent, the patient said 
she felt better than she had for years. 


2. Signs 


The signs referable to the circulation were the 
first to become modified. Blumgart*® has demon- 
strated the interdependence of the velocity of 
blood flow with the basal metabolic rate, and 
upon this basis rests the concept of the ameliora- 
tion of the symptoms of cardiac failure by thy- 
roidectomy? ) ©).7, The pulse in our case, av- 
eraging 120 per minute before operation, rapid- 
ly diminished as did the fluid in the right 
pleural cavity. 


The warm moist skin gradually became dry 
and somewhat coarse. The patient herself 
changed from an agitated and incoherent per- 
son to a softly-spoken, apparently calm indi- 
vidual. The peripheral lymph-nodes gradually 
became smaller in size until finally even the 
hard masses of inguinal nodes became difficult 





FIGURE 5. Roentgenogram of abdomen December 15, 1933. 
Note that the spleen has been reduced markedly in size, extend- 
ing only a short distance below the left costal margin. The 
liver also has been definitely reduced in size. 


to feel. The spleen, which had occupied almost 
the entire left half of the abdomen, rapidly be- 
came smaller when the metabolic rate reached 
—6 per cent, and within six weeks had regressed 
so that it could be felt just below the left costal 
margin. A myxedematous facies was finally 
noted about three months after operation, at 
which time the metabolic rate was —22 per cent 
and the patient had gained about 25 lbs. in 
weight. 
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3. Basal Metabolism 

The basal metabolic rate before operation 
fluctuated between -+-42 per cent and +65 per 
cent (figure 1). Slight diminution in rate oe- 
curred during the patient’s first admission to 
the hospital following several days’ rest in bed. 
Lugol’s solution was given in dosage of ten 
minims three times daily for a period of three 
weeks during and following her first admission, 
and for two weeks during her second admission. 
No diminution in rate occurred on either of these 
occasions; in fact, the metabolism appeared to 
increase definitely during the first period of 
treatment with Lugol’s solution. This is econ- 
trary to the experience of Friedgood?. 

X-ray treatments given almost daily for eleven 
days in a total dosage of 880 roentgen units over 
the spleen, lymph-nodes and mediastinum 
caused no diminution in metabolic rate. It is, 
to be sure, possible that diminution in rate might 
have occurred with further x-radiation; it was 
felt, however, that the patient’s progressively 





Striking drop in metabolic rate to +16 per 
cent occurred eleven days after operation. For 
about two months, there was no further change, 
at which time a sharp drop to —6 per cent and 
—13 per cent took place. Another two months 
passed without further change, when a further 
drop to —22 per cent was noted. At this time, 
the patient presented all the clinical features of 
myxedema, and it was decided to give small doses 
of thyroid. 


4. Blood Cholesterol 


The cholesterol content of the blood in this 
case varied inversely with the basal metabolic 
rate. With the highest metabolic readings, val- 
ues of 100-112 mes. per 100 cc. were obtained. 
Following thyroidectomy, gradual rise took 
place, so that two and a half months after opera- 
tion, when the basal metabolic rate was —13 
per cent, the blood cholesterol was 292 mgs. per 
100 ec. These findings conform to the observa- 
tions of HurxthalS who showed that the blood 























downhill course militated against continued} cholesterol content is low with hyperthyroid- 
therapy. ism and high in myxedema. 
TABLE I 
HEMATOLOGICAL DATA 
Date Hemo- RBC. * W.Bxs, Blood P. Total ’Blasts M. E. B. 
globin (millions) (per cu. Platelets % i. % % % % 
% (per cu. mm.) (per cu. % 
mm.) mm.) 
5-6-33 10,000 29.5 59 10 1.5 
5-9 80 (T) 5.14 9,900 34 58 12 a 1 cf 
5-10 7,400 30 67 15 2 1 
5-12 8,300 30 61 4 7 2 
5-18 61 (S) 4.88 7,800 36 54 8 8 iE a 
5-20 8,100 
6-30 4,450 32 50 10 15 3 
7-14 64 (S) 4.32 
7-21 5,270 41 38 12 21 
8-11 60 (S) 4.44 5,000 
9-8 3.32 2,500 41 57 20 a if 
9-11 3,800 
9-12 55 (S) 3.42 3,600 
9-13 16 52 9 31 aE 
9-16 60 (S) 3.30 3,200 
9-20 3.50 2,400 
9-27 3,600 57 34 7 2 
9-28 3,800 57 41 7 1 1 
9-29 3,500 59 35 2 + 2 
10-1 50 (T) 3.15 4,200 
10-2 4,100 64 34 cl | 1 
10-3 6,800 49 47 3 1 
10-4 4,800 5d 40 3 2 
10-5 4,100 59 37 3 ul 
10-14 3.57 4,400 54 41 5 
10-20 3.38 5,000 
10-27 5,100 51 29 15 2 3 
11-10 56 (S) 3.29 4,400 259,910 46 41 13 
11-17 57 (S) 3,300 56 3 4 10 
12-1 66 (S) 3.48 4,800 226,200 58 36 6 
12-8 66 (S) 3.14 5,400 185,260 42 45 9 3 1 
12-15 62 (S) 3.63 4,800 40.5 39 10.5 9.5 0.5 
12-22 70 (S) 3.82 6,500 
1-12-34 67 (S) 3.76 5,000 
1-19 70 (S) 4.63 4,285 185,000 29 56 10 4 1 
1-26 75 (S) 4.99 4,650 229,000 47.3 39.3 8.7 5.7 
2-2 71 (S) 4.32 4,600 233,280 


*R.B.C.—Red blood cells 
W.B.C.=White blood cells 
P.—Polymorphonuclear cells 


L.—Lymphocytes 


M.=Monocytes 


*Blasts=Lymphoblasts 


E.—Eosinophiles 
B.=Basophiles 
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5. Blood Cells 


The cellular constituents of the blood are pre- 
sented in table 1. When the patient first pre- 
sented herself at the hospital, there was 
slight hypochromie anemia, together with nor- 
mal leukocyte and platelet counts. Differential 
count of the white blood cells disclosed a marked 
increase in the absolute number of lymphocytes 
and monocytes with the appearance of many 
lymphoblasts and histiocytes. As the patient’s 
illness inereased in severity, the anemia in- 
creased and became normocytic, and the leuko- 
cytes and blood platelets became much di- 
minished. Lymphoblasts were consistently pres- 
ent. Following operation, there was gradual 
rise in red cell count (without iron or liver ther- 
apy) to 4.90 millions, together with rise in 
leukocytes to about 6000 per cu. mm. and rise 
in the number of blood platelets. The lympho- 
blasts disappeared completely two and a half 
months after operation, although there was a 
continued lymphocytosis with the presence of 
many large lymphocytes. At this time, coin- 
cidental with the rapid regression in size of the 
lvmph-nodes and spleen, several lymphocytes 
showing extreme vacuolization of the cytoplasm 
were seen. It was thought that they might repre- 
sent lymphocytes which had become deteriorated 
in the nodes and had appeared in the peripheral 
blood. Krantz and Riddle* noted that ‘‘there 
was a definite tendency for the large lympho- 
eytes and immature lymphocytic eells to in- 
crease as the heat production rose’’ and to di- 
minish with diminution in metabolic rate. 


B. Theoretical Implications 


It is not our purpose in this preliminary re- 
port of a single case to enter into any exten- 
Sive discussion regarding the numerous theo- 
retical speculations which are of interest. Minot 
and Means! and Friedgood? have adequately dis- 
cussed the often striking resemblances between 
hyperthyroidism and chronic lymphatic leu- 
kemia. 
metabolie rate of both diseases is intimately re- 
lated to the sympathetie nervous system. Most 
investigators, however, conclude that the in- 
creased heat production in hyperthyroidism is 
due to the action of an excess amount of active 
principle liberated by a hyperplastic thyroid 
eland, and that the hypermetabolism of leuke- 
mia is due to the increased metabolic activities 
of proliferating white blood cells. This ques- 
tion is not settled by the results which fol- 
lowed thyroidectomy in our ease. 


The regression in size of the lymph-nodes and 
spleen which followed thyroidectomy may have 
been spontaneous, although it was felt that this 
possibility was unlikely, since such extreme re- 
gression had never before been noted in our ex- 
perience. It might have been the result of 


Friedgood?® feels that the elevated basal” 





x-radiation, although this is rendered unlikely 
because diminution in size did not oceur for al- 
most five months following this form of ther- 
apy. That it was due to the injection of thoro- 
trast is also unlikely because other investiga- 
tors, principally Zadek?®, have reported on the 
inefficacy of this form of treatment in chronic 
lymphatic leukemia. The possibility was con- 
sidered that the diminution in size and presum- 
ably in the degree of proliferation of lymphoid 
tissue was the direct result either of the fall in 
basal metabolism or of the lack of the growth- 
promoting influence of the thyroid secretion. 

Answers to these questions may appear when 
more cases are studied. In this paper it is our 
object to present the results which followed thy- 
roidectomy in a ease of chronic lymphatic 
leukemia with hypermetabolism in the hope that 
others may be prompted to utilize the same pro- 
cedure in similar cases and record their observa- 
tions. 


SUMMARY 


A woman aged 42, with the signs of chronic 
aleukemie lymphadenosis (‘‘aleukemie lymphatic 
leukemia’’) presented a basal metabolic rate of 
+65 per cent. It was thought that the continued 
loss in weight, profuse drenching sweats, increas- 
ing nervous symptoms, and beginning cireula- 
tory failure might be due to the markedly ele- 
rated metabolic rate. When the patient became 
extremely ill and failed to respond to rest in 
bed, Lugol’s solution, and x-ray therapy, com- 
plete ablation of the thyroid gland was per- 
formed. Following this procedure the metabolic 
rate dropped strikingly, the clinical signs and 
symptoms of hypermetabolism disappeared as 
did the signs of cireulatory failure, the patient 
gained weight, and the lymph-nodes and spleen 
regressed about 90 per cent from their original 
size. There was complete disappearance of all 
the patient’s symptoms, and the blood-picture 
became almost normal. Improvement has con- 
tinued for five months after thyroidectomy was 
performed. 

Remissions have been frequently reported in 
this disease and it seems conceivable that the 
events reported here are merely the expression 
of such remissions, but the rapid onset of im- 
provement after the treatment leads us to be- 
lieve that the operation was at least partly re- 
sponsible for the improvement. 

We emphatically do not recommend this form 
of treatment for other types of malignant dis- 
ease. 
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PRESIDENT ELIOT’S RELATIONS TO MEDICINE* 


BY WALTER B. CANNON, M.D.t 


T the Harvard University Commencement in 

1909 an event occurred which was quite un- 
precedented. Two honorary degrees were given 
to one man. I remember vividly the sharp re- 
action of incredulous surprise which flashed 
over Mr. Eliot when, after President Lowell had 
conferred upon him the Harvard degree of Doc- 
tor of Laws, he again called his name and pro- 
ceeded to bestow also the degree of Doctor of 
Medicine. In characterizing Mr. Eliot’s services 
to medicine President Lowell symbolized the 
reforms which his predecessor had accomplished, 
by the expression, ‘‘Not in its buildings alone, 
but also in the instruction and research within 
its walls, he found the Harvard Medical School 
brick and left it marble.’? Through improve- 
ments which he made in our Medical School, 
however, President Eliot had a wide influence on 
medical instruction throughout the United 
States. It is proper, therefore, that we should 
recognize on this day of remembrance not only 
his local achievements but also the widely ex- 
tensive influence of his policies and activities. 
In bringing before you his outstanding rela- 
tions to our profession—his contributions to re- 
form in medical teaching, to the advancement 
of dentistry, to the support of preventive medi- 
cine and public health, to the extension of west- 
ern medicine into oriental countries, and to the 
freedom of medical research—I shall rely large- 
ly on his official reports and on speeches in 
which he advocated his views. 


I 


In order to appreciate the significance of 
President Eliot’s vigorous and effective efforts 
at reform in medical education, we must under- 
stand as clearly as possible the status of affairs 
both in the world at large and in the medical 


*A Memorial Address given at the Harvard Medical School 
on the Hundredth Anniversary of President Eliot’s Birth. 


+Cannon, Walter B.—George Higginson Professor of Physiol- 
ogy, Harvard University Medical School. For record and address 
of author see ‘‘This Week’s Issue,’’ page 772. 





schools of this country, at the time of his en- 
trance into the Presidency of Harvard Univer- 
sity in 1869. 

Two decades of the latter half of the 19th cen- 
tury had already nearly ended. That marvelous 
half-century, according to Osler, witnessed an 
application of the experimental study of physi- 
ology and pathology which did more to emanci- 
pate medical practice from the routine and 
thraldom of authority than all the work of all 
the physicians from the days of Hippoerétes to 
those of Jenner—a period of nearly 2300 years. 
Just before those five decades of stupendous 
change had begun, ether had been proved a re- 
liable anesthetic—a forward step which became, 
perhaps, quite as important for experimental 
medicine as it was for practical surgery. And 
although there had been other important steps 
forward in medical science before the discovery 
of general anesthesia, the stirrings and quicken- 
ings of the great advance began shortly there- 
after. Claude Bernard, at Paris, and Carl Lud- 
wig, at Leipzig, continued their brilliant dis- 
coveries in physiology; Bernard revealing the 
secrets of digestion and the nice control of the 
circulating blood by nerves, and Ludwig ingen- 
iously inventing new methods, suggesting new 
ideas of bodily function, and stimulating scores 
of young men, who resorted to him from vari- 
ous countries, to undertake careers in medical 
research. Through his treatise on ‘‘Cellular 
Pathology,’’ Virchow, in 1858, suddenly re- 
vealed an instructive way of regarding the proc- 
esses of disease. A year later Darwin published 
‘The Origin of Species,’’ a book which had a 
most disruptive and fertilizing effect on bio- 
logical thought and investigation. In 1865 Pas- 
teur, by his examination of the causes of wide- 
spread death in silkworms, commenced the re- 
searches which illuminated the whole realm of 
infectious disorders and gradually brought 
about fundamental transformations in medical 
and surgical procedures. The first application 
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of Pasteur’s ideas was known in 1867 when Lis- 
ter published his classic record of two years’ 
study on the avoidance of pus in wounds by ap- 
plying what he called the ‘‘antiseptic princi- 
ple.’? Meanwhile, investigations on metabolism 
had been undertaken by Voit and Pettenkofer; 
Villemin demonstrated that tuberculosis was 
transmissible; and Cohnheim was expounding 
his revolutionary observations on the inflam- 
matory process. In short, the era of experimen- 
tal medicine had been well begun, with its mar- 
velous efflorescence of discoveries of the func- 
tions of organs and systems of organs, of the 
nature and causes of disease, and of rational 
modes of treatment. As time passed these fruit- 
ful efforts became organized in the sciences of 
experimental physiology and pathology, in bio- 
logical chemistry, in bacteriology and immunol- 
ogy, and in the bedside applications of scientific 
methods to the practical problems of medicine 
and surgery. 


In the presence of these stupendously impor- 
tant developments in certain European centers, 
what was the attitude of the teachers of medi- 
cine in the United States? So far as prepar- 
ing students to become intelligent future practi- 
tioners of medicine was concerned, rendering 
them capable of understanding and appreciat- 
ing the progressive spirit of their profession, it 
is clear that the teachers were as blind to the 
significance of events as if they had been living 
in the Dark Ages. The conditions which pre- 
vailed in the Harvard Medical School may be 
regarded as typical of and perhaps superior to 
the conditions generally found throughout the 
country. In his Annual Report of 1870-71 Pres- 
ident Eliot described the mode of teaching 
which had prevailed previous to his administra- 
tion. Let me quote his deseription,— 


“The main strength of the body of teachers in an 
American medical school is spent upon long courses 
of lectures on the chief medical subjects, which are 
given every year during from four to five months of 
the autumn and winter. At large medical schools 
these lectures are so numerous that the student who 
attends them all goes to five or six a day, and of course 
remembers very little about any of them. The same 
lectures are repeated every year. The student who 
spends two winters in the same school pays twice 
for the same lectures; if he remain a third year 
he can attend them gratuitously. A candidate for 
the degree of Doctor of Medicine has been required 
to prove that he has attended somewhere two such 
terms of lectures, and one of these two in the insti- 
tution at which he is seeking his degree. . .. At 
the best schools a formal examination of candidates 
for the degree has been held; but this exami- 
nation has been private, hasty, and notoriously 
lax. A majority vote of the body of examiners 
admits the candidate to the degree, so that the new 
doctor may be, and frequently is, utterly ignorant of 
nearly half the subjects of examination. ; 
It has been the pecuniary interest of the teachers 
composing a medical faculty to have as many pupils 
as possible, and to grant as many degrees as pos- 
sible, their’ receipts being proportionate to the 
number of fees paid for attendance at lectures and 
for graduation. . . . Finally the students, to whom 





this deplorable system of instruction has been ap- 
plied, are, in the great majority of cases, persons of 
scanty preliminary training. Very few are gradu- 
ates of colleges, and very many are deficient in the 
elementary branches of what is called an English 
education. No medical school in the country would 
venture to publish, uncorrected, one quarter of the 
theses which candidates for a degree present as 
one evidence of their attainments. 

“It seems almost incredible that the grossly in- 
adequate training above described should be the rec- 
ognized preparation of aspirants to a profession 
which was once called learned, and which pre-emi- 
nently demands a mind well stored and a judgment 
well trained,—a profession in which ignorance is 
criminality, and skill a benefaction,—a profession 
which penetrates the most sacred retreats of human 
love, joy, and sorrow, and deals daily with the issues 
of life and death.” 


Such was the devastating criticism of medi- 
eal education of that day which the new Presi- 
dent outlined to the alumni of the University. 
The ‘‘notoriously lax’’ examination which he 
mentioned was conducted in the following man- 
ner. . Nine professors representing nine differ- 
ent important subjects sat each at a table in 
the examination room. Nine students were ad- 
mitted to the room in a group, and each sat 
down with a professor. At the end of ten 
minutes a bell rang and each student moved 
along to the next table. This process continued 
until at the end of ninety minutes all had been 
examined, whereupon they filed out. Each pro- 
fessor had a card, white on one side and marked 
with a black spot on the other. In order to se- 
cure the individual professional judgments, un- 
influenced by conference, the Dean immediately 
called out separately the names of the students 
in the group; and after each name the pro- 
fessors simultaneously held up their cards,— 
the white side meaning approval, the black spot 
disapproval. If five professors displayed the 
white side of the ecard, that is, if the student 
was recognized as having passed five of the 
nine subjects on which he had been examined, 
he was granted the degree of Doctor of Medi- 
cine. Thus, at that time a young man could 
go forth from this School quite ignorant of 
four of the nine branches of medicine which he 
was supposed to use in his practice. I have 
heard from the lips of William James, who re- 
ceived his medical degree here in 1869, an ae- 
count of his examination under this system. 
When he sat at the table with Oliver Wendell 
Holmes he was asked to describe the circle of 
Willis. James briefly mentioned its position 
and relations, whereupon Holmes remarked, ‘‘ If 
you know that you know everything. Now, tell 
me all about the folks.’’ 

It is clear that an education of the character 
just described was not even remotely calculated 
to give insight into the revolution in medical 
science and practice that was already well along 
in its progress. Such an education had no gleam 
of true scholarship in any of its features. It 
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was utterly lacking in the close personal con- 
tacts of student with patient which are essen- 
tial for training in effective practice. In the 
main it was neglectful of the methods and re- 
sults of sound investigation, and oblivious of 
everything except the limited outlook of short- 
sighted teachers. It provided, therefore, in- 
struction which resulted in supreme self-satis- 
faction and complacency,—an attitude negligent 
of, if not hostile to, new and important develop- 
ments. An emphasis which was placed on a 
spurious ‘‘practicality’’ long prevented the 
adoption of modes of treatment, such as Lis- 
terism, for example, which had proved else- 
where to be of the utmost practical benefit. In 
so far as the educational routine was not ab- 
surd it was perilously negligent of values of 
human life. 

Obviously the stage was set for a reformer— 
one with strong convictions and great courage 
—and that, fortunately for the Harvard Medi- 
cal School, was what President Eliot proved to 
be. In 1869, quite unheralded and for the first 
time in the history of the University, he broke 
the tradition of being only a nominal head of 
the School, and took his rightful place as pre- 
siding officer at the meetings of the Medical 
Faculty. Almost immediately his influence was 
felt, and when at one of the early sessions the 
dominant member of the faeuity at the time, 
Dr. Henry J. Bigelow, asked why in a few 
months so many changes were proposed, where- 
as for eighty vears the School had been running 
along smoothly and prosperously, the answer 
came—after a moment of dead silenece—in the 
firm softness of President Eliot’s voice, ‘‘I can 
tell Dr. Bigelow the reason. There is a new 
President.”’ 

The establishment of respectable standards 
was argued against as being not only detrimental 
to the popularity of the School and therefore 
likely to affect unfavorably the professors’ in- 
comes, but as being vaguely detrimental to the 
chances of discovering the ‘‘born’’ physician 
and surgeon who might not be revealed unless 
the classes were large. Dr. Bigelow declared 
that the young President was going to wreck 
the Harvard Medical School; it would soon cease 
to exist if his revolutionary plans were approved. 
‘‘He actually proposes,’’ said Dr. Bigelow, ‘‘to 
have written examinations for the degree of 
Doctor of Medicine. I had to tell him that 
he knew nothing about the quality of the Har- 
vard medical students; more than half of them 
can barely write. Of course, they can’t pass 
written examinations.’’ On his part, the ‘‘ young 
President’’ did not flinch, nor did he mince his 
words. In his report for 1869-70, he wrote: 


“The whole system of medical education in this 
country needs thorough reformation. The course 


of professional instruction should be a progressive 
one, covering three years; 


and the student 





should give his attendance at lectures and recita- 
tions, at hospitals and laboratories, during the whole 
year. The Medical Faculty have been actively dis- 
cussing these much-needed changes, and will short- 
ly rearrange their programme of instruction.” 


President Eliot’s confidence that the new pro- 
gram would be adopted was doubtless based 
largely on his own sense of the righteousness of 
his cause and the power of his argument, but it 
rested also on the support which he received 
from a few members of the faculty who were 
convinced that reform was essential. Among 
these supporters were the Dean, Calvin Ellis, 
Dr. James C. White, Dr. David W. Cheever and, 
after he freed himself from the pressure of Dr. 
Bigelow’s thumb, as he explained, Dr. Oliver 
Wendell Holmes. Even though the President 
was able to persuade the majority of the Medi- 
eal Faculty and the Corporation to vote for the 
new régime, he still had to eonvinee the Board 
of Overseers of the importance of the reforms, 
and so far as possible Dr. Bigelow had been 
using his powerful influence to defeat the Pres- 
ident’s efforts in that body. There was doubt 
of the outcome. At a critical moment Mr. Charles 
Francis Adams, ex-Minister to England, then 
Chairman of the Board, called another member 
to the chair, without intimating on which side 
of the controversy he was about to speak. Very 
simply, but with deep feeling, he told of a young 
eraduate of our Medical School who had set- 
tled near his home in Quincy and whose attend- 
ance on workmen there had resulted in three 
mysterious deaths. After questions by an older 
practitioner the fact came out that the young 
man had, through ignoranee, given fatal over- 
doses of morphine—a result of receiving his 
medical degree after passing only a majority 
of the subjects in which he had been examined. 
Mr. Adams urged that it was high time that 
the proposed reforms were approved, and his 
pointed story earried the day. 

Financially the new move was hazardous. The 
income of the School had depended wholly upon 
fees from students; and the raising of the time 
requirements for medical instruction to three 
years and the lengthening of each year from 
four months to the full academic period neces- 
sarily reduced the attendance. Repeatedly dur- 
ing the decade that followed there were appeals 
in the Annual Reports for financial aid. In 1871- 
72 President Eliot urged strongly the need for 
endowment. 





“It would be difficult,” he affirmed, “to overstate 
the importance of the effort which this single School 
is making, with no support except the approval of the 
profession, to improve the system of medical instruc- 
tion in the United States. The ignorance and gen- 
eral incompetency of the average graduate of Amer- 
ican Medicai Schools, at the time when he re- 
ceives the degree which turns him loose upon the 
community, is something horrible to contemplate, 
considering the nature of a physician’s functions 
and responsibilities. The early mistakes of a young 
lawyer or a young minister are no great matter; not 
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much is staked upon his skill and wisdom, and the 
community does not suffer irremediable losses and 
multiplied miseries, if novices in these professions 
are left by the Schools in such a condition that 
they have to learn some pretty elementary lessons 
by practice. In the medical profession it is far oth- 
erwise. The mistakes of an ignorant or stupid young 
physician or surgeon mean poisoning, maiming, and 
killing, or, at the best, they mean failure to save 
life and health which might have been saved, and 
to prevent suffering which might have been pre- 
vented. The effect upon the community of allowing 
the great mass of young physicians to learn the rudi- 
ments of their art by practicing it, can only ‘be com- 
pared to the effect upon an army in the field of offi- 
cering it with men who have to learn the elements of 
the art of war by practice in the face of the enemy. 
This comparison does not exaggerate the evils of the 
prevailing system of medical instruction in this coun- 
try. The Harvard Medical School has successfully 
begun a revolution in this system. <A liberal endow- 
ment of the School would insure the complete success 
of the undertaking, and would encourage other 
schools to imitate the good example. There is no 
department of the University upon which money can 
be more worthily or more usefully bestowed; none 
in which endowment funds would have more imme- 
diate or more lasting effects to advance learning, and 
to relieve the sufferings and promote the happiness 
of mankind.” 


The financial troubles of the School were not 
rapidly resolved, for, about ten years later, in 
his Report of 1880-81, the President was still 
urging the importance of generous support for 
medical education and research. 


“So long as medical schools,” he declared, “are 
conducted as private ventures for the benefit of a 
few physicians and surgeons who have united to 
form a corporation or a faculty, the community ought 
not to endow them; for it is contrary to the best 
interests of the public that medical education should 
be conducted in that way. The experience of the 
past hundred years in this country proves that such 
medical schools will not be endowed. The 
objects of endowment in medical education are pre- 
cisely the same as in other departments of educa- 
tion, namely, to provide permanent means of secur- 
ing the most competent persons for its professorial 
chairs, of helping poor students of rare capacity, 
and of advancing knowledge by new researches. It 
is the primary object of medical science and art 
to defend and improve the life that now is,—the 
life of the individual, of the family, and of society; 
but since it is impossible to separate physical from 
mental and moral well-being, the domain of medical 
science is really co-extensive with human nature. 
Whatever motives influence benevolent persons to 
endow institutions which teach the humanities or 
theology should also avail for the endowment of 
medical education. The seed and the fruit, the 
planning and the harvesting, may be different in 
kind; but these various cultures all have in view 
a common end, namely, the improvement of man’s 
highest state.” 


He once remarked. ‘‘The first step towards ob- 
taining an endowment is to deserve one.’’ And 
in this same Report (1880-81) he was able to 
point with some pride to the fact that since 
1871, when the Harvard Medical School ceased 
to be a private venture and became a constitu- 
ent department of the University, it had re- 
ceived by gift and bequests $270,000. 





President Eliot not only had great satisfae- 
tion in observing that the number of students 
gradually increased in spite of high standards, 
but was cheered by the adoption of the reforms 
made prominent at Harvard by other schools in 
the country. It is true that a graded course had 
been started earlier in the Chicago Medical 
School, but the requirement was not strictly ad- 
hered to, and the example was without notewor- 
thy influence on the generally prevailing low 
standards. ‘‘The first real reform in American 
medical edueation,’’ Garrison declares in his 
‘*History of Medicine,’’ ‘‘was made, in 1871. by 
President Charles W. Eliot, of Harvard, who 
raised the entrance requirements of the Har- 
vard Medical School, lengthened its curriculum 
to three years, and graded it, providing at the 
same time better facilities for clinical and lab- 
oratory instructions.’?’ The changes soon 
brought about an improvement of the quality of 
the students who entered on the study of medi- 
cine. In his Report for 1876-77 the President 
rejoiced in the possession of literary or scientific 
degrees by 44 per cent of the students, an in- 
crease of nearly 90 per cent during the first 
seven years of his administration. And he re- 
joiced also that the University of Pennsylvania 
and the University of Michigan had to some ex- 
tent followed the advanees started at Harvard. 
He predicted that these actions meant the 
‘“*speedy downfall of the old system of medical 
education.’’ With extraordinary exactness he 
foresaw events. 

‘‘The schools connected with universities will 
abandon it (the old system) first,’’ he prophe- 
sied; ‘‘and the schools which are commercial 
ventures will do likewise, when public opinion 
has so made itself felt on this subject that it will 
discredit a physician or surgeon to be connected 
with a school which admits to the profession ° 
rude, ignorant, and unskilful men.’’ It was 
not until thirty-five or forty years later, how- 
ever, that this prediction came true, when, by 
abolition of the low-grade medical schools of the 
country, the number of schools was reduced 
from approximately 150 to approximately 85, 
because of the pressure of public and profes- 
sional condemnation. 


One receives a lasting impression of the con- 
tinuity of a great institution such as Harvard 
University, and the patience and persistence re- 
quired of leaders who are eager to introduce im- 
provements in its structure and customs, by 
reading a series of the annual reports. Long 
before a change is adopted, the suggestion of 
the change is clearly advocated and is as a rule 
repeatedly urged. In his Report for 1879-80, 
President Eliot outlined a plan for an elective 
fourth year in the medical curriculum; a year 
which would allow a better distribution of stud- 
ies and a greater thoroughness of instruction— 
indeed, instruction in small sections such that 
the student might have intimate contact with 
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patients. The usual mode of teaching at the|the body which are the concern of the dentist. 


time was by means of clinical ‘‘exhibitions in 
large rooms appropriately called theaters’’ and 
‘‘elinical visits in large groups.’’ As the Pres- 
ident described the method, 

“The patient sits on a revolving table, and turn- 
ing slowly around in the focus of a large amphithe- 
ater containing 300 or 400 students, supplies, it may 
be, an interesting illustration for a lecture, but af- 
fords the students only a very imperfect practice in 
that acute and accurate observation upon which the 
correct diagnosis of disease depends. If it 
be said that it is impossible to give such personal in- 
struction in a large school without a great number 
of clinical instructors, the answer is two-fold: first, 
that the number of clinical instructors ought to be 
as large as the community can well supply; and, sec- 
ondly, that the University should be more concerned 
to have a very good school of medicine than a very 
large one.” 


These views resulted ultimately in the exten- 
sion of the medical course by a required fourth 
year, and a long time later in the teaching of all 
students in small groups, and at a still later date 
in the development of clinical clerkships and the 
assumption of responsibilities for examining pa- 
tients by the students themselves. 

Another illustration of the slow course of 
events is found in President Eliot’s early ref- 
erence to the limitations placed upon the Med- 
ical School because of the necessity of anpoint- 
ing as members of its clinical faculty men hav- 
ing positions in the Boston hospitals. When a 
vacancy occurs in some clinical department, he 
wrote in his Report for 1888-89, ‘‘the question 
before the Governing Boards of the University 
is—not who is the best man for the place in Bos- 
ton or elsewhere—but who is the most available 
man as a teacher among the Boston practition- 
ers already holding cognate hospital appoint- 
ments given by other Boards of Trustees, who in 
making their selection had teaching not at all in 
mind. More than once this limitation of choice 
has proved unfortunate. More than once the 
School and the community have lost an impor- 
tant medical reinforcement because the School 
was not in a position to offer to the desired per- 
son an adequate hospital appointment as well as 
a professorship. ”’ 

Again we note a proposed reform which re- 
quired many years for its actual achievement. 
The criticism offered in 1888-89 was repeated 
frequently thereafter in comment and conversa- 
tion. Not until 1912, however, when Harvey 
Cushing was called to the Brigham Hospital 
from Johns Hopkins, and David L. Edsall of 
Washington University, St. Louis, was appoint- 
ed in Medicine at the Massachusetts General 
Hospital, was the tradition broken and a prac- 
tice begun which allowed the Medical School to 
offer clinical positions to the best men wherever 
they might be found in any part of the world. 


II 


We turn now to a brief consideration of Pres- 
ident Eliot’s attitude toward those disorders of 





He watched with care the developments of our 
Dental School, which had been established only 
a short time before the beginning of his adminis- 
tration. Again his local interest had extensive 
effects. In an address which he made in 1878, 
he took occasion to offer some rather strong ad- 
vice to the members of the American Academy 
of Dental Science. In doing so, he raised the 
question as to whether certain signs of anxiety 
among them, regarding the improvement of den- 
tal education and the raising of professional 
standards, should not be used to avert certain 
evils. He pointed out that among such evils 
was the admission to the profession of thousands 
of ‘‘ignorant men attracted by its apparent 
profitableness, and debarred by no law, no estab- 
lished usage, and by no intelligent discrimina- 
tion of the public against uneducated practition- 
ers.’’ Furthermore, he declared that it was 
not a favorable sign that the best literature on 
dentistry was to be found outside the United 
States; indeed, that only foreign dental liter- 
ature showed any indication of scientific enthu- 
siasm or disinterested devotion to study or to 
teaching. He insisted that the dental schools 
throughout the country received only a small 
proportion of the men who entered the profes- 
sion, and they set before their students stand- 
ards of attainment which were much too low. 
It is easy to recognize in this vigorous and 
straightforward attack on low standards of den- 
tal education a resemblance to the attitude 
which the President took when he faced the Har- 
vard Medical Faculty in 1869. Indeed, he him- 
self called attention to the precedents which 
the medical profession offered : 

“So young a profession as dentistry may well look, 
in searching for means of exalting the calling, to the 
experience of the elder profession of medicine. It 
cannot fail to be observed that one of the things 
which makes the profession of medicine a liberal 
profession is the zeal for scientific research which 
animates its representative men throughout their 
lives. This admirable zeal to discover truth and to 
make it prevail, the profession of dentistry must 
emulate—indeed, already emulates. In this zeal is 
to be found, on the one hand, evidence that the 
profession is entitled to call itself liberal, and, on 


the other, security for steady growth and improve- 
ment.” 


He furthermore laid emphasis on the impor- 
tance of following the example of the medical 
profession in offering gratuitous practice as a 
means of demonstrating with singular force the 
true liberality of the profession. And he urged 
the establishment of gratuitous dental depart- 
ments in public hospitals, children’s asylums 
and reformatory schools, with the actual labor 
of such services falling chiefly upon young prac- 
titioners, who might, however, be supervised by 
older men. And, finally, he pointed to a com- 
mon attribute of good physicians and surgeons 
in their zeal for teaching. ‘‘The constant de- 


sire and purpose on the part of its members 
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to teach, to impart to all any peculiar knowl- 
edge which each may acquire, is,’’ he declared, 
“fone of the principal distinctions between a 
liberal profession and a trade. Dentistry would 
have no claim to be called a liberal profession 
did not its practitioners manifest the zeal for 
teaching.’’ 

The words of advice which President Eliot 
uttered in 1878 expressed a policy which has 
characterized the Harvard Dental School for 
decades. No school in the University has had 
teachers who have shown a greater zeal for 
teaching and who have given to so great a de- 
gree, gratuitously, their services to the instruc- 
tion of oncoming members of their profession. 
They have engaged, likewise, in the establish- 
ment and maintenance of what in a general hos- 
pital is known as an outpatient department— 
a place where persons unable to pay may re- 
ceive free treatment. And in recent years there 
has been a growing interest in the application 
of methods of research to the solution of prob- 
lems which the dentist is constantly meeting. 
It was very gratifying to President Eliot that 
these admirable qualities of character and these 
generous services were for many years quietly 
and modestly manifest in members of the Facul- 
ty of the Harvard Dental School. Repeatedly 
at meetings of the combined faculties of medi- 
cine and dentistry the President mentioned them 
with warm appreciation. And in one of his last 
public speeches, made at the Dental School in 
1925, when he was ninety-one, he referred to 
the greatly improved standing of the dental pro- 
fession among the professions as ‘‘one of the 
most striking changes in public opinion”’’ that 
he had witnessed during his seventy years of 
observation of educational progress. 


III 


One of the many instances of the insight and 
persistence of President Eliot is found in his 
repeated urging of an interest in what may be 
called community medicine. In his Report of 
1882-83 he wrote: 

“The University has no professorship of public 
health, or preventive medicine,—a modern subject 
of great importance which can be properly dealt 
with only through an endowed professorship, because 
the professor if properly devoted to his subject 
would be cut off from private practice. It would be a 
great service to humanity to divert even a tithe of 
~*~ money annually given to charities of pauperiz- 
ing tendency towards the promotion of medical 
teaching and research.” 


Again the next year he drew attention to the 
desirability of a professorship of Hygiene and 
Public Health. This was an aspect of medicine 
which he repeatedly referred to and emphasized 
as the years passed. Only in 1897-98, however, 
did hygiene become for the first time in the 
history of the Medical School a required study. 
The course was largely concerned with the sani- 





tation of our environment, with relatively little 
emphasis on the hygienic aspects of preventive 
medicine as applied biology. Indeed, it was not 
until the appointment of Milton J. Rosenat as 
Professor of Preventive Medicine and Hygiene, 
in 1909, that~the students were really taught 
in the way in which President Eliot appeared 
to have dreamed in his early projections of plans 
for large-scale protection against disease. The 
clearest expression of these early views was 
voiced at the dedication of the new buildings 
of the Harvard Medical School in 1906. He 
then ventured to predict that in years to come 
medicine would ‘‘deal more extensively than in 
the past with preventive medicine, or in other 
words, with the causes of disease as it attacks 
society, the community, or the state, rather than 
the individual. The object in view will be not 
only to arrest or modify a malady which has 
appeared in the body of the patient, but, as 
in the recent case of yellow fever, to learn how 
the disease is communicated and how to prevent 
that communication. The study of mitigations, 
remedies, and cures is to continue; but the study 
of the causes of disease and the means of pre- 
vention is to be greatly developed. The funce- 
tion of the nineteenth century physician will 
continue, and indeed will become more effective 
through a better knowledge of the forces which 
may be made to act upon his patient both from 
within and from without; but another sort of 
physician will be at work in the twentieth cen- 
tury preventing the access of epidemics, limiting 
them when they arrive, defending society against 
bad food and drink, and reducing to lowest 
terms the manifold evils which result from the 
congestion of population. The explorers and 
pioneers in medical science must be encouraged 
to press on their patient work of analyzing all 
the processes which accompany disease, in order 
that they may learn their actual sequences. Only 
through the knowledge of these sequences can 
real control over disease be certainly gained. 
And this work will be endless; for civilization 
involves constant changes in the environment of 
the human race; and it is on medical science 
that the race must depend for protecting it from 
the new dangers which accompany each novel 
environment. The medical scientists being pro- 
vided and furthered, medical education must 
also train large bodies of men to clear and 
cultivate the regions through which the pioneers 
have made trails, or, in plainer words, to apply 
to millions of men and women in all sorts of eli- 
mate and environment the discoveries of the sci- 
entists.’’ 

During President Eliot’s eighty-fourth year, 
at a meeting of the Harvard Medical Alumni 
Association, he remarked: 

“One of the previous speakers alluded to my inter- 


est in preventive medicine. I have taken a strong 
interest in that branch of medicine; because that 
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phrase covers an immense new service of the med- 
ical profession to the community, and much future 
happiness for the profession itself. To prevent evils 
and wrongs on a large scale by one’s own personal 
wisdom and diligence gives even greater satisfac- 
tion than to cure individual cases of suffering from 
evils or wrongs, and the good done to the commu- 
nity by prevention is broader and ampler than the 
good done by curing.” 

The very important place which preventive 
medicine occupied in President Eliot’s thinking 
is revealed by his allusion to it, in his address, 
“The Religion of the Future,’’ as one of the 
prominent aspects of the service of man to his 
fellows. Among the social functions of religious 
activity he included the protection of humanity 
against suffering and disease, and especially the 
efforts of the medical profession directed toward 
applying medical science to the betterment of 
man’s estate. ‘‘The men who do such things in 
the present world,’’ he declared, ‘‘are ministers 
of the religion of the future.’’ 


IV 


In the spring of 1907, a small group of stu- 
dents and recent graduates at the Harvard Med- 
ical School, who were considering how they 
could be of greatest service to humanity in the 
use of their professional training, conceived the 
idea of establishing a center for hospital prac- 
tice and medical instruction in China. At the 
suggestion of Professor E. C. Moore, the pro- 
posal was brought to the attention of President 
Eliot. who consented to become the President 
of a Board of Trustees. On November 10, 1908, 
he addressed a letter to Drs. H. P. Woleott and 
A. T. Cabot of the Harvard Corporation, to 
Drs. W. T. Councilman and H. A. Christian and 
myself of the Medical Faculty, and to Professor 
E. C. Moore of the Faculty of Arts and Sci- 
ences, asking us if we would serve with him on 
the Board. We all consented. In his letter the 
President wrote: ‘‘I believe the young men are 
thoroughly in earnest, and that it is a competent 
group. They propose to have small salaries for 
themselves—such as missionaries now receive— 
and to devote themselves wholly to teaching and 
eratuitous medical and surgical practice among 
the Chinese.”” On February 13, 1909, our 
Faculty of Medicine formally voted to approve 
and give moral support to the new enterprise. 

fn order to learn more exactly the conditions 
in China that would have to be met, Dr. M. R. 
Edwards, one of the group of young graduates, 
was sent there to make a survey. The informa- 





tion which he gathered pointed strongly to: 


Shanghai as the best center for the location of 
a school. At a meeting of the Trustees in April, 
1911, Dr. Edwards outlined the results of his 
trip and stated that enough money had already 
been assured to allow a favorable start toward 
realizing the plans. At that time Dr. M. J. 
tosenau, Dr. W. S. Whittemore and Mr. Charles 





Francis Adams were added to the Board of Trus- 
tees. In November, 1911, the venture was defi- 
nitely launched, and four of the six members 
of the faculty were in Shanghai. 

At that time President Eliot started on his 
trip around the world to study conditions which 
might be favorable to the establishment and the 
preservation of international peace. In the re- 
port which he submitted at the end of his trip, 
in 1912, he declared that the gift of Western 
medicine and surgery to the oriental populations 
would be one of the most precious things that 
Western civilization could do for the East. ‘‘To 
spread through the East,’’ he wrote, ‘‘the knowl- 
edge of Western medicine and sanitation by 
building and conducting good hospitals, dispen- 
saries, and laboratories for medical diagnosis, 
establishing boards of health, and providing de- 
fenses against plague, cholera, smallpox, and tu-- 
bereulosis, is the surest way to persuade intelli- 
gent people in the East that they may expect 
much good from the inductive philosophy of 
the West acting in combination with the Chris- 
tian religion in its simplest forms.’’ And again, 
‘Here, then, is a great gift that the West can 
make to China, —scientifie medicine and sur- 
every. Auy Western organization which 
desires to promote friendly intercourse’ with an 
oriental people can do nothing better than con- 
tribute to the introduction of Western medi- 
cine, surgery, and sanitation into China. The 
field for such beneficent work is immense, the 
obstacles to be overcome are serious but not in- 
superable and the reward in the future compar- 
ative well-being of the Chinese is sure. The 
Chinese people are too intelligent not to trace 
practical beneficence to its spiritual sources, and 
to draw all the just inferences.’’ From these 
declarations it is clear that President Eliot re- 
turned from his journey well prepared to con- 
tinue his interest in the venture undertaken by 
young Harvard medical graduates at Shanghai. 

The Harvard Medical School of China contin- 
ued in existence until 1917. The Rockefeller 
Commission, Which, after studying the medical 
situation in China, reported in 1914, declared 
that the work of the School was ‘‘excellent,”’ 
and praised in highest terms not only the ar- 
rangements for teaching but also the manage- 
ment of the small hospital which it controlled. 
The Commission advised that the Rockefeller 
Foundation establish a medical school at Shang- 
hai, because of the population and wealth cen- 
tered there, and it thus confirmed the judgmént 
of those responsible for the location of the Har- 
vard enterprise in that city. But the Great 
War changed all these generous projects. When 
by the clash of many nations conditions in this 
country and throughout the world became un- 
settled, it was difficult to raise the money re- 
quired to keep the School developing as it 
should. In 1917, the Rockefeller Foundation 


agreed to take over the School, with the ex- 
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pectation then that it would become the nucleus 
of a new large medical center at Shanghai, as 
had been recommended. At the end of the War, 
however, the interests of the Foundation were 
involved in urgent European problems, and to 
“the regret of all concerned the plan had to be 
surrendered. 

During the five brief years of the exis- 
tence of the Harvard Medical School of 
China, I had the privilege of working with 
President Eliot at the monthly meetings of the 
Executive Committee of the Trustees. As I look 
back upon the experience, the outstanding mem- 
ories are those of his insistence on the mainte- 
nance of high standards of medical education 
from the start, in spite of all the difficulties 
which arose when the application of such stand- 
ards was enforeed; his devotion to the welfare 
_ of the China School and to the group of earnest 
voung graduates of our School who were en- 
caged in that remote missionary enterprise; and 
his remarkable grasp and memory of details— 
even though the period of his service included 
his eightieth birthday. He secured two sums 
of money of considerable amount, which later, 
after the School ceased to exist, were turned 
over to the Corporation of Harvard University 
to be used for scholarships in the Peking Union 
Medical School. Before going to that School as 
its Dean, Dr. Henry S. Houghton was the Dean 
of the Harvard Medical School of China in 
Shanghai. In his report of 1916 he summed up 
the contributions which the Harvard venture 
had made. It had justified its existence, he 
maintained, in establishing the practice of per- 
mitting postmortem examinations to be made 
in China, in training for the first time in his- 
tory well-educated young Chinese women to be- 
come nurses, and in carrying on instruction in 
the medical sciences, without compromise, in 
conformity with the standards of high-grade 
medical schools in America and elsewhere. It 
was in this last respect that the Executive Com- 
mittee found President Eliot as firm in adher- 
ing to his ideals as he had been forty years be- 
fore, when he first became the President of the 
University. 


Vv 


An account of President Eliot’s services to 
medicine would not be complete if it did not 
mention his valiant and determined defense of 
animal experimentation against the attacks of 
the antivivisectionists. Such attacks were not 
uncommon in Massachusetts in the first years 
of the present century, when narrowly restric- 
tive legislation was attempted. In 1900 he ap- 
peared before a Legislative Committee, which 
was holding a hearing on a proposed hostile 
bill, and argued against the licensing of ‘‘vivi- 
sectors.’? He pointed out that the relatively 
few men engaged in medical research were at 
the head of their respective branches of medi- 
cine and that no one was competent, therefore, 





to examine them and award them a certificate 
of qualification. His own experience had given 
him the right to say that the progress ‘‘recent- 
ly made in medical research is one of the most 
extraordinary achievements of the 19th cen- 
tury.’’ ‘‘Sueh research is absolutely the most 
humane of human occupations,’’ he affirmed, 
‘‘because it has prevented suffering and death on 
a great scale, and because it promises to achieve 
in the future still greater triumphs.’’ 

What President Eliot, in a letter to me, called 
“‘the perverse intellectual habits of the antivivi- 
sectionists’’ led them to indict him as a eruel 
man. In a public speech in New York, a prom- 
inent woman member of the New England Anti- 
vivisection Society asserted that he ‘‘had al- 
lowed his faithful horse, his life-long friend and 
servant, to be given ‘over to torture—his body 
filled with poison, and his last years ended in 
suffering and death.’’ I sent the quotation to 
the President, remarking that the last years. of 
the horse could not have ended otherwise than 
in death, but asking if the rest of the charge was 
true. The answer was characteristically factual. 
He had given a mare, judged by the veteri- 
narian to be hopelessly lame, to the Bussey In- 
stitution for use in making antitoxin. ‘‘The 
mare,’’ he continued, ‘‘ promoted a good service 
for a year and a half, recovered from her lame- 
ness, and brought a fair price when Dr. Smith 
sold her—the price being credited to the Bussey 
Institution. Those are the facts. I do not know 
how the mare’s last years were passed. I had 
owned her possibly three years, so there is a good 
deal of romance in Mrs. ’s statement. The 
whole transaction struck me as very satisfae- 
tory, both to me and to the mare.’’ 

In 1909, when President Eliot was invited to 
give the Ether- Day address at the Massachu- 
setts General Hospital, he brought substantial 
moral support to the practice of using lower ani- 
mals for experimental purposes. In doing so, 
he cited in detail evidence to settle three doubts 
of its value that he had heard expressed. The 
first doubt, concerning the utility of animal ex- 
perimentation for medical practice, he resolved 
by enumerating the gains made in the treat- 
ment of diphtheria, meningitis, puerperal fever, 
the plague, tuberculosis, and other diseases of 
man and animals. Not only did he stress actual 
achievements but he laid strong emphasis on 
the legitimate hope which these triumphs war- 
ranted, hope that the methods effective in the 
past would, if continued, assure future advances 
in medical knowledge and power. The second 
doubt, as to whether biological research through 
experiments on animals is justifiable, when the 
results obtained may not have immediate prac- 
tical value, he countered by citing many in- 
stances in the progress of physics and chemistry, 
in the study of zodlogy and other sciences, 
which, though seemingly useless and impractical 
at the time, became later of very great impor- 
tance for human welfare—among them the 
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x-rays, the ophthalmoscope, the chemical dis- 
eoveries of ether and chloroform, and the breed- 
ing habits of mosquitoes. 

It was in meeting the third doubt, related to 
the question as to whether truth seeking in bi- 
ology is commendable, eveh with the help of an- 
esthesia and asepsis, when the research must be 
conducted at the expense of the comfort, joy or 
life of animals, that President Eliot was most 
insistent. He pointed out that the use of ani- 
mals for the service of man was recognized 
throughout the civilized world and that such 
use in the advancement of medical and biological 
knowledge was thoroughly consistent with hu- 
man experience and customs. 


“If the educated public,” he wrote, “could see 
clearly the immense benefits to mankind which have 
already come and may reasonably be expected to 
come in much larger amount from the experiments 
on animals which are necessary to the progress of 
medical research, if the public could only realize 
the saving of human suffering and woe which has 
already resulted and is sure to result in still greater 
proportion from the sacrifice of a very limited 
amount of animal comfort and joy, the world would 
hear nothing more of objections to medical research. 
, What mother could fix a limit to the num- 
ber of times a comfortable horse should be bled 
moderately, or to the number of guinea pigs that 
should be sacrificed, in order to save her baby at- 
tacked by diphtheria? The tender-hearted men and 
women who object to animal experimentation have 
no vision of the relief of human beings from agony 
and woe which has come out of animal experimen- 
tation. If they had any such vision, they would 
themselves manifest extraordinary cruelty and in- 
humanity in opposing medical research; in their 
present blindness they attribute delight in inflicting 
suffering to the patient, far-seeing, and far-hoping 
seekers for biological truth.” 


And, finally, he struck a note for freedom of re- 
search. “The civilized world,” he said, “has come 
to believe in freedom of inquiry in all fields as the 
best means of progress in knowledge, in manners, 
and in righteous living. Now the field of inquiry 
from which, within the last sixty years, mankind 
has received the largest visible, tangible, concrete, 
demonstrable benefits is the field of medical re- 
search, applied in the medical and surgical art, and 
in sanitary science. If freedom of inquiry be in 
general expedient and righteous, should not inquiry 
be free in this most productive of all fields? To 
secure and maintain this freedom against the as- 
saults of ignorance and misdirected sentimentality 
it is only necessary that the public should know 
what medical research has done and is likely to do.” 


In the later years of his life President Eliot 


displayed characteristics which we are accus- 


tomed to associate with the prophet or the seer. 
Messages of warning, exhortation or instruction 
he uttered in occasional addresses or sent forth 
in published letters and articles. Thus he ex- 
pressed his opinions about ‘‘the woman that 





will survive,’’ ‘‘the road to industrial peace,’’ 
“‘the religion of the future,’’ ‘‘the next Amer- 
ican contribution to ecivilization,’’ ‘‘probable 
future causes of international war,’’ ‘‘the future 
of medicine.’’ This is only a partial list of his 
prophesyings. And, although he once said that 
he was ‘‘very much of the mind of James Rus- 
sell Lowell, ‘Don’t never prophesy onless ye 
know’,’’ he felt that it was possible to draw 
some safe inferences with regard to the future 
from what had been seen in the past; ‘‘and a 
keen observer,’’ he believed, ‘‘can often see a 
few signs of what is coming, because future 
events, if not too remote, do give signs of their 
ecoming.’’ As we look back over his relations to 
the Medical School and medical education we 
ean see that the President was a_ prophet 
throughout the forty years of his administra- 
tion—a very practical and efficient prophet, who 
foresaw the next steps needed for closer adjust- 
ments of medical instruction to the growth of 
knowledge, to the better care of patients, and 
to the promotion of public health; and who bent 
his energies toward bringing to pass what his 
clear vision had foreseen. It was the rare com- 
bination of insight, understanding, thoughtful 
projection of reforms, and thereafter patient in- 
sistence on their accomplishment, that resulted 
in the revolutionary changes in medical educa- 
tion which he achieved. 

He had a high ideal of the services of our pro- 
fession to society, and nearly forty years ago he 
disclosed his vision of the future of those serv- 
1¢es : 

“The medical profession has before it an entranc- 
ing prospect of usefulness and honor. It offers to 
young men the largest opportunities for disinterest- 
ed, devoted, and heroic service. The times are past 
when men had to go to war to give evidence of en- 
durance, or courage, or capacity to think quickly and 
well under pressure of responsibility and danger. 
The fields open to the physician and surgeon now 
give ample scope for these lofty qualities. 

“The times are past when the church alone asked 
men to devote themselves patiently, disinterestedly, 
and bravely to the service of their fellow-men. The 
medical profession now exhibits in highest degree 
these virtues. Our nation sometimes seems tempted 
to seek in war—that stupid and horrible savagery— 
for other greatness than can come from vast nat- 
ural resources, prosperous industries, and expanding 
commerce. The pursuits of peace seem to pall, for 
lack of risk and adventure. Would it might turn 
its energies and its longing for patriotic and heroic 
emotion into the immense fields of beneficent activity 
which sanitation, preventive medicine, and compara- 
tive medicine offer it! There are spiritual and phys- 
ical triumphs to be won in these fields infinitely 
higher than any which war can offer, for they will 
be triumphs of construction and preservation, not of 
destruction and ruin. They will be triumphs of good 
over evil, and of happiness over misery.” 
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FREQUENCY OF CANCER IN THE INSANE* 


BY SHIELDS WARREN, M.D.,t AND MYRTELLE M. CANAVAN, M.D.T 


BY: a few data are available relating to the 
occurrence of cancer in insane patients. A 
few statements have found their way into the 
literature that cancer is less frequent among 
the insane than among the general population, 
and this has been previously ascribed to the 
simple diet, the routine existence of the inmates 
of insane hospitals, or other less obvious fac- 
tors. 

Thus in the report for 1909 of the Commis- 
sioners in Lunacy for England and Wales we 
read: ‘‘There remains one morbid condition 
(cancer) which is responsible for an increas- 
ing number of deaths in the general community, 
from which it would almost appear as if the 
insane enjoyed some immunity.”’ 

Seattered studies have been made without any 
definite conclusions. One of the most extensive 
reports is that of Hahnemann’, based on the 
deaths among cases of endogenous psychoses 
from St. Hans Hospital and the State Hospital 
for Mental Disease in Denmark. The per cent 
of cancer deaths among 3,052 deaths in these 
hospitals from 1915 to 1927 was 5.51, whereas 
the percentage of cancer deaths in the total 
deaths in the community was 15.11. At all 
ages recorded and in both sexes the cancer deaths 
among the insane were strikingly low. How- 
ever, his data show that among the insane pop- 
ulation the deaths increase rapidly in the earlier 
years, the peak occurring in the decades 45-55, 
whereas in the general population the peak oc- 
curs in the decades 75-85. While this does not 
necessarily vitiate Hahnemann’s figures, as he 
compares the insane with the general population 
by age groups, it does suggest unusual prevalence 
of some disease. His table XIII shows that at 
least one frequent disease is tuberculosis. Laur- 
sen” criticizes Hahnemann for the inclusion of 
exogenous psychoses in this material, and 
stresses the possible importance of constitutional 
type in cancer. 

Chevens?, among 768 deaths in patients with 
endogenous psychoses, found 5.1 per cent of can- 
cer deaths, closely paralleling Hahnemann’s fig- 
ure of 5.5 per cent. Moreover, his lowest per- 
centage occurred among schizophrenics, as did 
Hahnemann’s. This group shows a young av- 
erage age at death. 

In England and Wales from 1920-28 the death 
rate from all causes in those over 15 years of 
age was six times as high in the institutional- 

*From the Department of Pathology of the Harvard Medical 
School and the Laboratory of Pathology, Harvard Cancer 
Commission. 

+Warren, Shields—Pathologist, New England Deaconess Hos- 
pital. Canavan, Myrtelle M.—Curator, Warren Anatomical 


Museum, Harvard University Medical School. For records 
and addresses of authors see ‘‘This Week’s Issue,’’ page 772. 





ized insane as in the general population, while 
the cancer death rate was only twice as high‘. 
The abnormally high rates for general paralysis 
and tuberculosis may explain the low relative 
cancer rate. 

A higher percentage of cancer deaths (9.7) 
was found by Lind’ among 215 autopsies on 
patients of two Australian insane hospitals. 

Pool® reported 4.9 per cent cancer deaths 
from the Rainhill Hospital, England, from 1904 
to 1928, among 3357 autopsies. Among the 
cancer deaths were included cases of primary 
intracranial tumors. Over half the cases were 
of gastro-intestinal cancer. He quotes Hanf as 
finding 13 per cent cancer deaths among all 
autopsies from 1903-25 to the Charité Hospital, 
Berlin. 

Lombard in the special report’ of the Massa- 
chusetts Department of Public Health in 1925 
found 36 cancer cases per annum in the insane, 
instead of the expected 174, on the basis of an 
incomplete study. 

In Zurich, 2000 autopsies on insane patients 
included 6.5 per cent malignant disease cases, 
of which 18 were gliomas’®. 

Practically all the reports show an apparent 
infrequeney of cancer among the insane popula- 
tion. In general the insane show about 5 per 
cent proportionate cancer mortality, about one- 
third that of the general population. However, 
in most reports there are inadequate data for 
comparison, and the great prevalence of other 
diseases (infections, ete.) in the insane offers 
one reason for a low cancer rate. 

One of the few to attempt to avoid the pit- 
falls inherent in proportionate mortality rates 
is Opsahl®, who found in 17 Norwegian hospi- 
tals for the insane 244 deaths from cancer among 
7000 fatalities (3.5%). The diagnosis was veri- 
fied by autopsy in 170 of the deaths. On the 
basis of adjusted figures, however, he finds no 
real difference between the cancer mortality 
rate of the total population and the insane pop- 
ulation. Table I, taken from his article, illus- 
trates this point. 








TABLE I (From Opsahl) 
DEATHS FROM CANCER PER 10,000 Livina INDIVIDUALS 





PER YEAR 
40-50 50-60 60-70 
@ Years Years Years 
In the mean population ca. 10.0 24.0 52.0 
In insane hospitals 12.4 33.0 63.9 
In schizophrenia 11.5 31.7 67.4 
In other insane patients 15.0 36.8 57.7 








However, Opsahl’s figures are readily brought 
into line with the others when we note that he 
is comparing the annual death rates for can- 
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cer per 10,000 living institutionalized insane 
and normal persons. If we take the death rate 
of Norway’® as a whole for 1930 we find it to 
be 105 per 10,000 living, whereas the death 
rate for insane hospitals for the year 1930 is 
487 per year, or nearly five times as much. Thus 
his figures are not fairly comparable. More- 
over, the proportionate mortality from cancer 
in Norway for 1930 is 11.5 per eent. The pro- 
portionate mortality given by Opsahl for the in- 
sane is 3.5 per cent. Therefore, it is apparent 
that instead of beine at variance with the find- 
ings of other observers his findings actually 
parallel them. In fact, if we consider 1930 to 
be a fair year (and study of available reports 
justify this), the death rate in the insane in 
Norway is so much higher than in the general 
population that the eaneer rates given in table I 
for the insane should be divided by four or five 
in order to give a true comparative picture. The 
high incidence of caneer of the stomach (102 
out of 223 carcinomas) in Opsahl’s series is very 
striking. 

Our attention was first called to cancer among 
the insane by the increasing frequenev with 
which surgical specimens from patients in the 
state insane hospitals were received for diag- 
nosis at the laboratory and proved to be ma- 
lienant. This inerease is probably due to the 
generally awakened consciousness of cancer, or 
at least a more definite interest in this disease. 

Since 1914 one of us (M. M. C.) has per- 
‘formed practically all of the autopsies in cases 
of sudden or unexpected death at the various 
state insane hospitals. The advantage that ma- 
terial of this type possesses for the demonstra- 
tion of malignant disease in its early as well as 
its advanced stages, and for giving a fair sam- 
ple of the hospital population, is obvious. We 
have, therefore, studied the proportion of ean- 
cer found among the 2,627 autopsies of this 
type performed from 1914 through 1930. The 
caneer eases number 114, or 4.3 per cent. Ow- 
ing to the smallness of the sample, no segrega- 
tion according to type of mental disorder has 
been attempted, although practically all types 
are represented. The majority of the cases had 
been inmates for a considerable period of time, 
and may be regarded as fairly subject to in- 
stitutional environment. 

In table II are presented the causes of death 
in a portion of this group. 

Pulmonary disorders account for 29 per cent 
of deaths, nearly twice as much as in the gen- 
eral population. Colitig is also abnormaily fre- 
quent, because of occasional epidemics of dys- 
entery. 

Table IIL presents the actual and calculated 
eases of malignancy in this series. We have 


used the Massachusetts proportionate cancer 
mortality rate for 1924 (the year on which our 
autopsy material centers) in this calculation. 
The difficulty of obtaining a satisfactory norm 





TABLE II 


CAUSES OF DEATH AMONG 803 AUTOPSIES 
OF INSANE PATIENTS 
































Disease Number % 
of of Total 
Deaths Deaths 
Bronchopneumonia $1 13 
Pulmonary tuberculosis 76 9.5 
Lobar pneumonia 67 8.3 
General paralysis 52 6.5 
Sepsis Da 6.4 
Myocarditis 49 6.1 
Colitis* 47 5.9 
Arteriosclerosis 28 3.5 
Cancer 26 3.2 
Chronic nephritis 21 2.6 
Cerebral hemorrhage 21 2.6 
Coronary disease 21 2.6 
Non-pulmonary tuberculosis 18 2.2 
Brain tumor 14 ced 
Acute vegetative endocarditis 14 clay 
Chronic endocarditis 12 1.5 
Others 195 24.3 
Total 803 99.9 
*Includes dysentery. 
TABLE III 
ACTUAL AND CALCULATED CASES OF CANCER 
IN AUTOPSIES OF INSANE PATIENTS 
Male 
Age Total Propor- Expected Actual 
Group Number tionate Cases Cases 
Cancer ot of 
Mortality Malig- Malig- 
Rate nancy nancy 
0-39 302 .01218 3.68 3 
40-49 278 .08316 Z2a.42 5 
50-59 285 13253 ST Bris 13 
60-69 306 .14966 45.80 13 
70-79 180 .12412 22.34 10 
80+ 82 .06843 5.61 D 
Not stated 8 
Total 1441 .08220 118.45 49 
Female 
Age Total Propor- Expected Actual 
Group Number tionate Cases Cases 
Cancer of of 
Mortality Malig- Malig- 
Rate nancy nancy 
0-39 216 .02649 5.72 6 
40-49 195 .21681 42.28 13 
50-59 188 .24459 45.98 16 
60-69 229 18731 42.89 12 
70-79 215 .14520 31.22 9 
80+ 133 .07363 9.79 9 
Not stated 6 
Total 1182 .12407 146.65 65 











for the expected cancer incidence in the insane 
population is great. We are aware of the dan- 
ger in attempting to draw conclusions based on 
the use of proportionate mortality rates. Un- 
fortunately practically all the published reports 
have used these alone. 

Table III brings out an apparent infrequen- 
ey of cancer among the insane population— 
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about 40 per cent as much as in the state as a 
whole in both males and females. If we were 
to exclude in calculation of our proportionate 
mortality rates the deaths among infants 
and children, the discrepancy would be even 
greater. 

In an effort to avoid the errors that may be 
inherent in the proportionate mortality rate 
and to provide a control series of a fairly com- 
parable type, we have compiled a random group 
of autopsies from the large general hospitals of 
Boston. The method used was to match so far 
as possible each case in the insane series with one 
in the control series. The great bulk of the con- 
trol cases were taken from the autopsy files of 
the Boston City Hospital. Some supplementary 
eases were taken from the files of the Massachu- 
setts General Hospital, the Peter Bent Brigham 
Hospital, and the Department of Pathology of 
the Harvard Medical School.* 

In practically all instances, not only were the 
autopsies matched by age group and sex but by 
year of autopsy as well, although in a few in- 
stances in order to complete the older age groups 
it was necessary to take some cases that were 
autopsied in earlier years. This control group 
probably represents a fairly comparable social 
level to the cases autopsied in the state insane 
hospitals and is reasonably representative of the 
various types of disease. Possibly the number 
of autopsies on eases of tuberculosis is low in 
this control series, inasmuch as special institu- 
tions exist for the eare of this disease. 

The exact method of building up the control 
series of table IV was as follows: After deter- 
mining the age group and sex of the antopsies 
for the insane hospital group, say for the year 
1925, the 1925 autopsy files of the Boston City 
Hospital were gone through, noting the cause 
of death and presence or absence of malignancy 
in each case of suitable age and sex as it was 
encountered in running through the volumes of 
the files. In this way, any possibility of un- 
conscious selection of cases was ruled out. The 
autopsies in both the insane hospital group and 
in the general hospitals were presumably done 
with the same degree of care and skill so that 
the cases of malignant disease as recorded may 
be regarded as a fair reflection of the number ac- 
tually present. The results are presented in 
table IV. 

The fairly close parallelism of the results of 
our two types of control, that from the number 
of cases of cancer calculated from the propor- 
tionate mortality rate of 1924 and that from the 
number of cases of cancer obtained from the 
autopsies in the various general hospitals, sug- 
gest a substantial accuracy of these two con- 
trols in representing the incidence of malignant 
disease in the general population. Of course it 

*Note: We are indebted to Dr. Frederic Parker, Jr., for the 
privilege of utilizing the autopsy material of the Boston City 
Hospital, to Dr. Tracy B. Mallory for that of the Massachusetts 


General Hospital, and to Dr. S. B. Wolbach for that from the 
Peter Bent Brigham Hospital and the Harvard Medical School. 





must be admitted that the group is not large 
enough to be regarded as accurate, but none the 
less it apparently provides a satisfactory sam- 
ple. If we select the 1931 Massachusetts pro- 
portionate mortality rate for cancer in place of 
that for 1924, the total figure for the two types 
of control series check almost exactly. In the 
minds of some the increased cancer mortality 
represents the effect of more accurate diagnosis, 
and if this be so, the 1931 rates are more cor- 
rect than those for 1924, and the discrepancy be- 





TABLE IV 


FREQUENCY OF MALIGNANT DISEASE AMONG AUTOPSIED 
CASES IN INSANE AND GENERAL HOSPITAL PATIENTS 


Insane Series Control Series 





Age Sex Total Non- Can- Total Non- Can- 
Group Num- Can- cer Num- Can- cer 
ber cer ber cer 
0-39 of 302 298 3 302 294 8 
2 216 209 6 216 210 6 
40-49 ¢ 278 269 5 ‘278: 26% 27 
g 19s. Ist 128 195 174 21 
50-59 3¢ 285 270 18 285 235 850 
g 188 171 16 188 160 28 
60-69 ¢ 306 293 13 306 252 54 
g 229 217 12 229 186 43 
70-79 =f 180 168 10 180 156 24 
2 215 205 9 215 162 58 
80+ d 82 1 5 82 ie 40 
g 133 124 9 133 114 19 
Not ro 8 s — 8 7 1 
stated @ 6 6 — 6 6 — 
Total ¢ 1441 1383 49 1441 1267 174 
2 1182 1113 65 1182 1012 170 





tween the amount of cancer in the insane and 
in the general population even more striking. 

As a further check on our series of autopsies, 
we have obtained through the courtesy of Dr. 
William Freeman the number of cancer cases 
encountered among 2,340 autopsies at the Wor- 
cester State (insane) Hospital. The cancer 
cases total 126, or 5.4 per cent, omitting pri- 
mary intracranial tumors. 

Intracranial tumors are excluded from this 
group as they naturally weight the material 
very heavily. Thus there are encountered in 
this present autopsy series 27 cases of primary 
intracranial tumors in males and 11 in females. 
These include meningiomas, pituitary adeno- 
mas, acoustic neuromas and gliomas. We have 
excluded these tumors because the majority of 
them are not malignant in the pathologie sense, 
the only ones justifiably considered as malignant 
tumors being certain of the gliomas. The ex- 
istence of an intracranial tumor might well pre- 
dispose toward admission to an insane hospital. 
The incidence of all types of intracranial tu- 
mors in our autopsy series from the insane hos- 
pitals is 1.4 per cent. Morse gives the per- 
centage of brain tumors seen in insane hospitals 
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as 1.8. In a group of 1,066 autopsies from the| If we assume the accuracy of available infor- 


laboratory of the New England Deaconess Hos- 
pital, where a fair amount of neurosurgery is 
done, we estimate only 0.8 per cent intracranial 
tumors. Bailey’? quotes Wood as giving the 
incidence of brain tumors as 1.8 per cent of all 
tumors, which would be far lower if compared 
with deaths from all causes, of which our series 
consists. 

We therefore feel justified in excluding the 
intracranial tumors as they would constitute 
25 per cent of our cancer deaths. However, even 
if we do include them, the incidence of cancer 
is abnormally low in our insane series, 152 can- 
cers and intracranial tumors as against 265 ex- 
pected cancers on the basis of the proportionate 
mortality rates, or 57 per cent of the expected. 

That our series is fairly representative of can- 
cer in the insane is shown by table V, which 








TABLE V 
PRIMARY SITES OF CANCER IN THE INSANE 








Medico-Legal Worcester 
Series Series 
(M. M. C.) (W. F.) 
Bladder 3 4 
Bone 4 “A 
Breast 12 9 
Intestine 20 20 
Kidney 1 5 
Lung 2 10 
Pancreas 8 4 
Pharynx . 5 2 
Prostate 1 2 
Skin 5 9 
Stomach 16 23 
Uterus 12 16 
Others 25 20 
114 126 


Total 








compares the primary sites of cancer in our 
series and in the Worcester State Hospital 
series. 

On the basis of the figures in the literature 
there is about one-third as much cancer in the 
insane as in the normal population. Our own 
results are roughly parallel. Whether these 
results are correct only careful study of the in- 
sane population will tell. Such study is urgently 
needed. 

Because of the great variation in total mor- 
tality between the insane and the normal pop- 
ulation, any satisfactory standardization of the 
cancer rate is extraordinarily difficult. One able 
statistician, Greenwood’*, who has attempted 
this, finds that in England and Wales for 1910- 
12, the rate in the general population was 13.4 
per 10,000 and in the institutionalized insane 
15.8 per 10,000. 





mation, cancer is abnormally infrequent in the 
insane. This might be explained by environ- 
ment, by heredity, or most likely by the rela- 
tively short life expectancy of the insane pa- 
tient. This shortened life expectancy may be 
an intrinsic feature of the disease, or a result 
of the environment. Be this as it may, the in- 
sane patient has a definitely shorter period for 
the development of cancer than has a member 
of the general population. 

Still another problem is presented in the de- 
termination of what rate to use in the caleu- 
lation of the expected cancer mortality under 
these circumstances. It is possible that a mor- 
tality rate does not best represent the facts but 
a morbidity rate should be used, or even a rate 
between the two. In a subsequent paper we 
hope to produce definite evidence on these points. 

There is no reason to assume that environ- 
mental factors are of importance, other than per- 
haps increasing the amount of respiratory dis- 
ease. Diet may be more monotonous and the 
conditions of existence less varied, but not suf- 
ficiently different from those of the bulk of the 
population to alter the incidence of cancer. 

Evidence is accumulating that a_constitu- 
tional predisposition to cancer, perhaps hered- 
itary, exists. Heredity may also be of impor- 
tance in insanity. We must at least consider the 
hypothesis that the soil best suited for the devel- 
opment of cancer differs from that in which in- 
sanity develops. 

On the basis of information at present avail- 
able, cancer is definitely less frequent in the 
insane than in the general population. How- 
ever, we realize the data are as yet inadequate. 
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THE COMMON NATURE OF PEPTIC ULCER AND COLITIS* 
BY WILLIAM A. EVANS, JR., M.D.t 
T is often said that no final or entirely satis-[ria, or if not that, gastric neurosis. This sort 


factory classification of diseases can be made 
that is not based upon a well-defined and well- 
established etiology. Failing that, however, 
varying degrees of success are achieved in the 
classification and conception of disease entities. 
There is a satisfactory concept of a disease 
process when the concept is not merely a static 
one but one which contains the earliest manifes- 
tations of the disease as well as its fully devel- 
oped and final forms. Not only that but the 
concept allows one to recognize a disease process 
as identical, though it may occur in different 
organs with vastly different manifestations. The 
concept of tuberculosis, for example, is nicely 
satisfying because it contains the earliest ree- 
ognizable manifestations such as afternoon fa- 
tigability or a small area of infiltration in the 
upper lung fields as well as the final stages with 
massive cavitation and hemorrhage. Further- 
more it is possible to recognize as identical proc- 
esses a tuberculous infection of the lung and 
an infection of bone. The unity of this con- 
cept has, of course, been largely due to the dis- 
covery of the tubercle bacillus as the etiologic 
factor. However, the concept of malignant dis- 
ease is equally satisfying, though the etiology 
is unknown, because of these same two elements, 
namely, the recognition of the disease in its ear- 
liest as well as in its latest stages as a pro- 
gressing, dynamic process and the recognition 
of the disease in various organs of the body as 
identical. The attempts at the classification of 
renal disease have emphasized this necessity of 
considering the element of time and progres- 
sion. The proper concept of a disease entity 
must be something more than an array of static 
symptoms. 

It is a fact perhaps not sufficiently realized 
that the fashion of diagnostic nomenclature is 
often dependent upon the fashion of diagnostic 
methods. This has been particularly true for 
diseases of the gastrointestinal tract. In Ger- 
many, for example, where the gastroscope is in 
general use and a routine study is made of the 
gastric mucosa by means of the fluoroscope and 
a small amount of barium paste, the diagnosis 
of gastritis is made with the greatest frequency. 
In this country that diagnosis is hardly respect- 
able and ulcer is considered the organic lesion 
of chronie dyspepsia. However, it is interesting 


to note that some years ago, when pathological. 


studies were being made at the Mayo Clinic on 
material obtained from operations on the stom- 
ach and duodenum, the diagnosis of duodenitis 
came into being. If some organic lesion is not 
recognized the diagnosis becomes hyperchlorhyd- 
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of nomenclature is very unsatisfying inasmuch 
as the name of a pathologie lesion or dysfunce- 
tion is used to indicate a disease process. The 
proper concept of a disease process cannot be 
contained in the name of a pathologic lesion be- 
cause the concept of development and progres- 
sion is precluded. Gastric ulcer with small let- 
ters may mean anything from acute lesions fol- 
lowing operation in the diencephalon as de- 
scribed by Cushing to the ulceration of an early 
gastric carcinoma. Written with capitals as the 
name of a disease it limits the conception of the 
disease to a single static pathologic lesion. The 
disease Gastric Ulcer cannot be said to exist 
until a gastric ulcer is demonstrable, though in 
all probability the disease does begin before 
there is any ulceration. There is said to be a 
typical history for peptic ulcer and that is true, 
but it has been the experience of everyone that 
a perfectly typical history may be obtained and 
yet no ulcer may be demonstrable either by x-ray 
or at operation. For example, Deaver and Bur- 
den'® have written: ‘‘Every surgeon many 
times has had the experience of operating on a 
patient who exhibited the characteristic symp- 
toms of ulcer but no uleer by most thorough 
search could be demonstrated.’’ It has even 
been fairly well demonstrated that the symp- 
toms of the disease in question are due not to the 
ulcer but to dysfunction of the pylorus’’?. How- 
ever careful we may be, the name of the disease 
will continue to force our attention on the path- 
ologie lesion as identical with the disease and the 
source of all symptoms, whereas, in all proba- 
bility, ulceration is but one of many equally im- 
portant manifestations of the disease process. 
This disease (or group of diseases) can be 
well defined by the following characteristics: 


(1) Chronicity 

(2) Periodicity 

(3) Hyperseeretion 

(4) Dysfunction of smooth muscle action 

(5): Non-specific inflammation with ulcera- 
tion 

(6) A large psychic element related to a 
constitutional bias. 


This disease, I hope to show, may affect vari- 
ous portions of the gastrointestinal tract and 
perhaps the respiratory tract as well. Natur- 
ally the disease is not always present with the 
characteristics fully developed. It is necessary 
to include in the disease concept the earliest, 
or what von Bergmann® would call the larval 
forms, although it seems unnecessary to antici- 
pate a metamorphosis in the ultimate develop- 
ment of the disease process. 

The manifestations of this disease in the up- 
per gastrointestinal tract are recognizable in 
chronic gastric and duodenal ulcer, chronic gas- 
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tritis. chronic duodenitis, hyperacidity and|mony. Emery and Monroe*’, in reviewing a 
probably many forms of gastric neurosis. It is} large series of cases, state that the evidence in- 


probable, too, that cardiospasm and ulcerations 
of the lower end of the esophagus belong in this 
eroup. 


PEPTIC ULCER 


Chronie peptic ulcer presents the disease in 
its fully developed form. The elements of 
chronicity and periodicity are too well known to 
mention. What is significant is that these same 
elements, in fact a history typical for peptic 
ulcer, may be obtained and yet no ulcer be de- 
monstrable either at operation or by x-ray. In 
the first edition of Osler’s textbook®* published in 
1892, before the use of x-ray in gastrointestinal 
diagnosis, he states, in discussing the diagnosis of 
ulcer: ‘‘The greatest difficulty is offered by cer- 
tain eases of gastralgia which may resemble 
ulcer very closely, as, with the exception of hem- 
orrhage, there is no single symptom which may 
not be present.’’ It is now known that even 
hemorrhage is not a distinguishing feature. 

In a large clinie one sees not infrequently 
cases of hemorrhage at some point in the upper 
gastrointestinal tract when no lesion can be 
demonstrated by the roentgenologist. Rivers** 
has discussed these ‘‘hemorrhagic focal gastro- 
duodenal lesions’’ in eases operated upon be- 
cause of hemorrhage and in which no uleer was 
found. He regarded these lesions as infectious 
eastritis and duodenitis and possible forerun- 
ners of chronic ulcer. Korbsch** states that 
small hematemeses are more commonly seen in 
gastritis than uleer, while Konjetznv** describes 
eight cases with a history typical of ulcer, in- 
cluding hemorrhage, which showed at operation 
gastritis but no ulceration. Béclére, Moutier 
and Porcher*® have described a case with all the 
manifestations of uleer including hemorrhage 
on numerous occasions in which no uleeration or 
even inflammation could be discovered at oper- 
ation. 

In the French and German literature one 
reads, not infrequently, of the ‘‘uleer disease’’ 
to describe these cases with all the signs of ulcer 
but the uleer itself. Hohlwee*’, Steiner*® and 
Renaud" have emphasized this distinction and 
have intimated that gastritis is a significant le- 
sion in this disease. Indeed, Renaud regards 
eastritis as the essential lesion and uleeration 
simply a complication. Gray* reported 250 
cases showing the duodenal uleer svmptom-com- 
plex, in 32 per cent of which no ulcer could be 
demonstrated. However, he ascribes tobacco 
smoking as the etiologic factor in 41 per cent 
of these and a ‘‘constitutional disorder’’ in 18 
per cent. 

It seems at this time that without doubt 
peptie ulcer is not simply a local disturbance of 
the mucous membrane. The great frequency 


‘ 


with which recurrence takes place after surgical 
removal or medical treatment is sufficient testi- 


dicates that peptic ulcer is a chronic disease in 
which our present methods of treatment are 
only palliative. From this point it is not a long 
step to the conception of peptie ulcer as a con- 
stitutional disease. Indeed, constitution is one 
of the most commonly mentioned aspects of the 
disease in recent discussions**: ®*: ® ®7, The 
work of Draper is well known. Hurst*? regards 
a gastric diathesis as the essential predisposing 
cause of duodenal ulcer. The motor and sen- 
sory signs of the diathesis are as obvious in the 
very early cases as in the late ones and they per- 
sist after the uleer has healed. Furthermore 
the diathesis is frequently familial, some mem- 
bers showing evidence of the diathesis without 
ulceration. MceVicar*® has reported a large ulcer 
family and Kalk*® gives references to numer- 


ous articles in which ulcer families are de- 
seribed. He is of the opinion that the younger 


the patient the more prominent is the constitu- 
tional or hereditary factor, whereas in the older 
patient the environment plays a more important 
role. In a small series (17) of young (13 to 19 
years) patients with uleers, he found 53 per 
cent with a definite history of stomach com- 
plaints in the family but had reason to believe 
the percentage would be 75 or 80 per cent if a 
more accurate history could be obtained. 

The importance of environmental factors is 
well known. Worry and emotional disturbances 
are commonly recognized as a cause of recur- 
rences. Peptic uleer may heal under any cir- 
cumstances conducive to a sense of psychic well- 
being. It has been frequently demonstrated 
that rest in bed may be quite as helpful as a 
strict regimen of diet and alkaline powders. 
Russ®® has described the value of travel and 
change of residence while Ryle®* has recently 
given a very striking description of a patient 
with peptic ulcer who, while at home, had suf- 
fered pain even under the most rigid regimen, 
but while mountain climbing in the Tyrol could 
eat and drink everything without discomfort. 

Spasm and excessive acid have long heen re- 
gvarded as among the most important signs of 
peptie ulcer and likewise of importance in many 
theories of the pathogenesis of ulcer. Deaver 
and Burden’® (also**) for example, believe that 
a combination of pylorospasm (preventing re- 
eurgitation of alkaline duodenal contents) and 
hyperacidity will produce peptic ulcer. Spasm 
of the stomach, spasm at the pylorus, exces- 
sive peristalsis and excessive secretion are men- 
tioned by Barclay’ as the indirect ulcer signs 
which may be recognized with the Roentgen ray. 
Moutier** has described very graphically the 
appearance of the stomach examined by means 
of the gastroscope and has pointed out the hy- 
pertonia of the stomach wall, spasm often noted 
at the cardia or pylorus and the ‘‘mucus lake’’ 





ine is so often seen with ulcer. 
Manifestations of disturbed smooth muscle 
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function other than that of the stomach and 
pylorus have been described. It is the concep- 
tion of von Bergmann that the spasm of some 
small vessel in the stomach is the primary inci- 
dent in the pathogenesis of peptic uleer. Evi- 
dence of such a vasoneurotie diathesis in pa- 
tients suffering from ulcer has been found by O. 
Muller in his microscopic observation of capil- 
lary blood vessels. This has been confirmed by 
Dusehl*’, who made direct observations on capil- 
laries in the living stomach mucosa. Varying 
figures are given for the incidence of hyperacid- 
ity with ulcer, but the most carefully controlled 
and accurate work appears to be that of Cheney 
and Bloomfield't who showed that in all cases 
of their series not only was the gastric acidity 
above the average but the volume of secretion 
was also above the average for the correspond- 
ing age period. However, the occasional case 
of peptic ulcer with normal acidity or even an- 
acidity indicates that excessive secretion is not 
essential to ulcer genesis. Careful studies of 
mucous secretion have not been carried out, per- 
haps largely because of the technical difficulties 
involved. However, Simechowitz®® states that 
there is no clear relation between the amount of 
mucus and the amount of acid. He further 
states that an increased amount of mucus is the 
usual finding in gastritis. The significance of 
gastromyxorrhea—whether a secretory neurosis 
according to Kuttner or a symptom of gastritis 
according to V. Aldor—suggests the same prob- 
lem which arises when. an excessive amount of 
mucus is found in the colon® 1 1% 23, 38, 


GASTRITIS 


Gastritis is a disorder of the greatest impor- 
tance in an understanding of the chronic dis- 
eases of the stomach. Unfortunately it is a di- 
agnosis which though very popular thirty or 
forty years ago, has fallen into general disre- 
pute. This was undoubtedly due to the fact that 
there was no means of adequately confirming 
the diagnosis during life and at autopsy the 
stomach was so disfigured by postmortem di- 
eestion that slight inflammatory changes could 
not be detected. Chiefly in Germany and Swe- 
den the diagnosis has been revived and placed 
upon a sound basis through frequent use of the 
gastroscope and a roentgenologice technique de- 
signed to reveal details of the gastric mucosa. In 
this country the term usually refers to those 
gastric lesions which are secondary to chronic al- 
coholism, improper mastication, nicotine abuse, 
chronic passive congestion, nephritis or chem- 
ical poisons; but in addition there appears to be 
a chronic gastritis which, for want of a better 
designation, might be termed primary or idio- 
pathie and which bears a close relation to pep- 
tic uleer.* There is so great a similarity in the 


*To confuse this form of gastritis with any of the above- 
mentioned would be as serious an error as to confuse the 
hydrothorax of tuberculous pleurisy with that of heart failure. 
This appears obvious but Hauser*’, in considering the formation 
of ulcer, wonders that ulcers do not occur in the areas of 
gastritis surrounding carcinoma of the stomach. 





manifestation of the two diseases as to suggest 
their identity. Konjetzny*! ** points out that 
gastritis has the same periodicity in its mani- 
festations as ulcer. Korbsch*' says that gastric 
hypertony, hypermotility and hyperesthesia are 
common to both diseases. According to Hohlweg?® 
disturbance of motility, particularly at the an- 
trum, is common in chronic gastritis. Lem- 
berger*® believes the spasmodic and hyperseere- 
tory phenomena are parallel in gastritis and 
peptic ulcer. A number of studies have come 
from the Mayo Clinie concerning duodenitis 
which, without much doubt, is the duodenal 
equivalent of the type of gastritis under discus- 
sion. Judd** mentions those cases with a long 
history typical for ulcer which reveal only duo- 
denitis at operation. This fact has been later 
repeated and amplified by Hartman and 
Rivers**, Wellbrock’*, Rivers** and Hufford”’. 


A point of particular interest is the occur- 
rence of gastric and duodenal inflammatory 
changes coincident with peptic ulcer. While 
the reports from many German clinics?” 27: 3% 49 
‘7 give the incidence of inflammatory changes a 
high figure and a number of workers report that 
some signs of inflammation are invariably pres- 
ent, Walters™, on the basis of material at the 
Mayo Clinic, states that peptic uleer is a dif- 
ferent disease here than in Germany. As an 
unconfirmed and unlikely statement no great im- 
portance can be attached to it but it does sug- 
gest the confusion which attends the recognition 
of inflammatory lesions. It is not alone in Ger- 


Lmany but also in France and Sweden*’ that 


emphasis is placed on the association of inflam- 
mation with ulcer. On the whole it seems much 
more probable that there is no significant dif- 
ference in the disease in different countries but 
that the inflammatory lesions are found in those 
countries where they are systematically and dili- 
gently looked for. Partly on the basis of Wal- 
ters’ statement, Barclay’ in his recent book on 
the roentgenology of the digestive tract mini- 
mizes the importance and possibility of recog- 
nizing gastritis quite contrary to the views of a 
ereat number of roentgenologists headed by a 
person no less reputable than Forssell. Recent- 
ly in this country Crane’’ expressed more aware- 
ness of the roentgenologist’s shortcomings in gas- 
tric diagnosis, when he wrote: ‘‘It is fair to say 
that in the past roentgenologists have missed 
many more gastric ulcers than they have found 

.’ Furthermore he is more hopeful for 
the newer technique when he writes: ‘‘Certain- 
ly we can look forward with eager interest to 
the development of roentgenologiec methods of 
delineating the rugae of the stomach which, if 
successful, will, we believe, enable us to recog- 
nize gastric ulcer as never before and make good 
a reputation that has somewhat outrun our ¢a- 
pabilities in the past.’’ It is of importance to 
note that inflammatory changes when they do 
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occur, occur not only in the immediate vicinity 
of the ulcer but at distant and isolated areas 
as well. As with so many of the other mani- 
festations of ulcer the question arises as to the 
primary or secondary nature of the inflamma- 
tory lesion. Konjetzny and his followers’® ** 48, 
reviving the views of Cruveilhier, are ardent 
supporters of the view that gastritis is primary 
and that ulceration takes place only in an in- 
flammatory area. On the other hand are numer- 
ous opponents*® *7 who are of the opinion that 
inflammatory changes are entirely secondary and 
of negligible importance. This is a question 
which cannot be decided by viewing a disease 
process in its isolated states, but only when it 
is viewed as a progression from the earliest to 
the latest phases. The most significant work 
of this sort is a recent report by Norpoth*®’ in 
which three patients are described in whom a 
diagnosis: of gastritis was made upon roent- 
genologice or gastroscopic evidence and in whom 
an ulcer developed at a later date, in one case 
six months later, in another seventeen. It is 
entirely possible that by close attention to the 
individual make-up, to the history and to the 
earliest Roentgen and gastroscopie signs, it will 
be possible to diagnose the disease ‘‘peptic ul- 
cer’’ before ulceration takes place. 
* % * %K %* * 
COLITIS 


The term colitis is in a state of disrepute al- 
most as sad as that of gastritis. Again the 
wide variety of dissimilar conditions to which 
the name is applied and the lack of positive 
criteria for diagnosis are responsible. There 
are. certain well-defined varieties of colitis, such 
as tuberculous colitis, bacillary and amebic 
dysentery, colitis resulting from chemical poi- 
sons, nephritis, ete., but in addition there is a 
eroup of colon disorders bearing the terms 
spastic colitis, mucous colitis, ulcerative colitis, 
eatarrhal colitis, ete., which appears to have a 
definite relation to the diseases described above. 
Bargen* and also Jordan** object to the term 
colitis being applied to these non-infectious dis- 
eases, but the nomenclature is now so well rooted 
that it is unlikely that any change will take 
place. 

The four above-mentioned non-specific forms 
of colitis have been grouped together as repre- 
senting a view frequently expressed in recent 
years and one which seems particularly illumi- 
nating. Brown", Mallory*®, Tidy** and Metz’ 
are among those who point to the common char- 
acter of these disturbances while there are 
numerous writers who described the transitional 
stages between two or more of the closely re- 
lated forms. Ideally these diseases would repre- 
sent separate entities, one dominated by spastic 
phenomena of the colon, one by the discharge of 
mucus, and another by inflammatory and ulcer- 





ative lesions, but it is rare that the disease pre- 
sents itself in so ideal a manner. Usually there 
are manifestations of all these phenomena in 
varying degree. For example, Eggleston”! says 
there is excessive mucus in many cases and 
Drueck'* in the majority of cases of spastic co- 
litis, while according to Hunter*® mucous co- 
litis may be regarded as an aggravated form of 
spastic colon. In reporting a large series of 
cases of mucous colitis, Friedenwald, Feldman 
and Rosenthal** point out that inflammatory 
changes are at hand in most cases and ulcerative 
colitis may develop. According to Drueck**, in- 
flammation frequently occurs in the spastic colon 
and may terminate in ulcerative colitis. Kutt- 
ner*® (also’®) holds that colitis uleerosa indi- 
cates the late stage of the disease and in this 
seems to be supported by the majority of recent 
German writers. 


The relation of the non-specific colon disease 
to the previously discussed gastroduodenal dis- 
ease is of particular interest. What appear to 
be the fundamental phenomena of disturbed 
muscular function, hypersecretion, non-specific 
inflammation leading to ulceration, and a con- 
stitutional bias are common to both groups. It 
is an interesting speculation of Eggleston’s*! as 
to why women are apparently more susceptible 
to colitis and men to peptie ulcer. Not rarely 
do both diseases occur in the same individual. 
A high incidence of bowel symptoms in gastric 
and duodenal uleer has been noted by Miller, 
Pendergrass and Andrews**.  Friedenwald, 
Feldman and Rosenthal** (also**) found 5 per 
eent duodenal ulcer, 3 per cent gastric uleer 
and what they term gastric dyspepsia in 64 
per cent of their five hundred eases of mucous 
colitis. Boekus, Bank and Wilkinson™ found 
eardiospasm in two and pylorospasm in ten out 
of fifty cases. Bargen and Rivers® found pep- 
tic ulcer sixteen times in their series of five ° 
hundred eases of ulcerative colitis and state 
that there was a ‘‘definite parallelism between 
the severity of the symptoms of the associated 
conditions’’. They also mention that there is 
some ‘‘presumptive evidence of allied etiology’’. 
The non-specific character of the inflammation 
in the upper and lower portions of the intes- 
tinal tract seems to be rather generally agreed 
upon. Rosenow’s*® views in regard to peptic 
uleer and Bargen’s” * for ulcerative colitis have 
not received any widespread support’? % 5% 28, 
The frequeney of the acute and chronic infec- 
tions as the apparent precipitating factor in 
many cases is given by Larson*® as evidence of 
the infectious nature of ulcerative colitis but 
when it is realized that infections may precipi- 
tate symptoms in such non-infectious diseases 
as pernicious anemia or diabetes, the argument 
earries little conviction. 


The impression of a constitutional defect is 
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admitted by many observers (Brown", Rosen- 
heim®, Friedenwald”* and Zweig”). Unfortu- 
nately, in discussing constitution, there are no 
objective, measurable or demonstrable charac- 
teristics to indicate the defect in question. What 
one usually does is to refer, as Draper does, to 
some measurable characteristic, such, for exam- 
ple, as the gonial angle which is assumed to be 
a constitutional characteristic. Then if there 
is a correspondence between this characteristic 
and the disease in question, the disease will also 
be assumed to be constitutional in nature. How- 
ever, there is no reason to suppose that there is 
any degree of parallelism in the incidence of a 
larger number of constitutional characteristics. 
Although the question of constitution remains 
one of impression unsupported by well-defined 
evidence, it is perhaps significant that there is 
a widespread impression of constitutional dis- 
order as a basis for the diseases in question. 
The most frequently described aspect of these 
colon diseases is the manifestation of nervous 
disorder. It is sometimes pointed out that any- 
one suffering from attacks of exhausting diar- 
rhea might be entitled to some nervousness, but 
the nature of the disorder is something quite dif- 
ferent from what one sees in tuberculous coli- 
tis, for example. It appears to be much more 
a characteristic of the patient’s personality than 


a by-product of some disease process. ‘‘Nerv-. 


ousness’’ is, of course, accepted as one of the 
most striking manifestations of mucous coli- 
tis** 11.6 12,13 Kooleston™4, Hunter®®, Drueck?8, 
Jordan**, Barker® and Sherman*® have all com- 
mented on the neurotie character of patients suf- 
fering from spastie colon, while Eggleston”! and 
Hunter*®® point out that the symptoms are most 
frequently incidental to some emotional disturb- 
ance. Likewise Bastedo* comments on the exac- 
erbation of mucous colitis by strain and fatigue. 
This feature is no less striking for ulcerative co- 
litis. Rosenheim ecmments on the signs of an 
inferior vegetative system in these patients and 
Zweig mentions their labile nervous system. 
Even Larson*® and also Bargen*:*, while hold- 
ing to the infectious nature of ulcerative coli- 
tis point to the importance of psychic factors in 
bringing about relapses. Murray®® and later 
Sullivan and Chandler’? have given detailed 
personality studies of a number of patients 
showing how closely related attacks are to emo- 
tional difficulties. Murray® believes there is a 
common psychologic make-up in cases of gastric 
uleer and colitis characterized by fearfulness, 
and points to the emotional immaturity of pa- 
tients suffering from colitis. 


SUMMARY 


An attempt has been made to enlarge the con- 
cept of peptic ulcer as a disease process and to 
show its relation to the group of non-specific co- 
litides. 

It is suggested that the terms pylorospasm, 





hyperchlorhydria, gastritis (duodenitis) and 
peptic ulcer represent forms or stages of one 
disease process in the stomach (duodenum) and 
that this disease is manifest in the lower intes- 
tinal tract through spastic colitis, mucous ¢co- 
litis, catarrhal and ulcerative colitis. A plea 
is made for a study of gastric dysfunction and 
pathology which may be present before ulcera- 
tion takes place. 


It is a pleasure to express my gratitude to Prof. 
E. Grafe and Priv. Doz. Strieck for the opportunity 
of attending many gastroscopic examinations at 
University Medical Clinic at Wiirzburg, and to Prof. 
Henry A. Christian for a number of important sug- 
gestions in the preparation ‘of this manuscript. 
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ORGANIC DRIVENNESS 
A BRAIN-STEM SYNDROME AND AN EXPERIENCE* 
With Case Reports 


BY EUGEN KAHN, M.D.,t AND LOUIS H. COHEN, M.D.t 


T is a truism that the make-up of the person- 
ality is founded on the biological structure 
and funetion of the individual, and that certain 
aspects of the personality are related to specific 
structure and function of the nervous system. 
In support of this truism is our present-day 
knowledge of brain localization. This point of 
view has frequently been misinterpreted in that 
even the most accurate localization of brain fune- 
tions does not suffice for satisfactory explana- 
tion of the individual. as a whole. This, however, 
seems to be a fair statement: that the over- 
as well as the under-development of certain 
brain areas serves as a sort of background of cer- 
of Yale Medi- 
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tain plus and minus members of the species or, 
in other words, of certain superior and deficient 
types. More specifically, the significance of the 
frontal lobes and of the brain-stem' seems to 
us most important in this connection. It is the 
brain-stem alone with which we are concerned 
in this presentation. 

We are of the opinion that there exist per- 
sonality types which owe their existence, at least 
partially, to a special organization of the brain- 
stem.? The elinical and pathological investiga- 
tions of Economo’s disease have enriched tre- 
mendously our knowledge of this brain area. 
Years ago Hauptmann’ indicated how change in 
the brain-stem produced by encephalitis epi- 
demica was effective in influencing the entire 
personality. Our present observations, not re- 
stricted to encephalitis epidemica, have led us 
to infer the existence of a condition quite the 
opposite of that which Hauptmann described. 
2. One such type has been analyzed by Bostroem, A.: Uber 
eine eigentiimliche Form psychischer Entwicklungshemmung mit 


Beziehung zur Athetose oder zur friihkindlichen Motorik. Arch. 
f. Psychiat., 75, 1-20, 1925. 


3. Hauptmann, A.: Der ‘‘Mangel an Antrieb’’—von innen gesehen 


f. Psychiat., 


(Das psychische Korrelat der Akinese). 
66, 615-686, 1922. 
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He has shown that as a consequence of the de- 
generative process in the brain-stem his patients 
developed a ‘‘lack of inner impulsion,’’ obvious- 
ly a clear-cut deficiency of personality function. 
We have observed, as many investigators have 
done before us, that there sometimes develops a 
surplus of inner impulsion in such patients. This 
we call organic drivenness*. We do not maintain 
that this organic drivenness is found in enceph- 
alitic and metencephalitic patients only. Rather, 
we conjecture that there may be organically 
driven individuals who, although defective in 
brain-stem organization, do not betray any other 
evidence of it except organic drivenness. Fur- 
thermore we surmise that quite a few individ- 
uals who are now labelled psychopathic person- 
alities may really be ‘‘brain-stem”’ cases in the 
widest sense of this concept. On the other hand 
we feel: it necessary to proceed very cautiously 
with such an hypothesis, and to present material 
where indubitable neurological evidence, in ad- 
dition to the organic drivenness, guarantee that 
such personality alterations, congenital or ac- 
quired, may be related to this circumscribed 
area’. 

1. C. G., Scotch-Irish, male, aged 8. His father is an 
alcoholic; his maternal grandfather had died at 85 
of brain tumor. The patient was a term child, an 
instrumental delivery (birth weight 9 pounds). 
There was no history of birth trauma. Teething, 
walking and talking occurred at average ages. He 
had mild whooping cough at four months. At three 
years of age he had a severe attack of measles and 
some time later had another attack which was also 
diagnosed as measles. He entered kindergarten at 
four, and the following year was promoted to the 
first grade. He then became a disciplinary prob- 
lem, he could not be kept in his seat, and was a 
disturbing influence on the other children. He read 
well, far in advance of his age, was good in arith- 
metic, but could not be induced to write. He re- 
mained in the first grade the following year but was 
dismissed because he frequently left the school at 
recess time and did not return. He ran away fre- 
quently from home as well as from school, and be- 
gan to steal rides on the trolley cars and trains. He 
stole money from home, and spent it for candy and 
toys which he would give away to his friends. In 
1931 he developed a “spasm” of the eyes and neck, 
twitchings, and other “nervous characteristics”. 
He began to defecate in his trousers and to smear 
the feces about. It had always been necessary for 
his mother to dress him because he could not learn 
to put on his shoes and to do his buttons up 
properly. . 

This small well-nourished boy was decidedly rest- 
less, and, even when told to sit, still continually 
moved his legs and his arms, making choreiform 
movements with his fingers. It was difficult for him 
to keep his eyes closed when asked to do so. He 


4. ‘“Drivenness” is perhaps a rather unusual term which has 
the linguistic disadvantage of non-existence in the dictionary. 
We have avoided the use of the word ‘Drive’ since with our 
noun ‘‘Drivenness’ we wish to imply the extreme surplus 
of energy which adjectives, which might be selected to modify 
“Drive,” do not seem to describe adequately. The term “‘or- 
ganic’? denotes a direct biological source. 

5. Lotmar, F.: In “Die Stammganglien und die extrapyramid- 
alen Symptome”, Berlin, 1926, discusses the possibility of a 


“Bewegungsantriebzentrum” (center of motor impulsion) in the 
region of the posterior 
aqueduct. 


thalamus, the hypothalamus, and the 








showed a tic-like movement of his neck in which 
his head was jerkily thrown back; his shoulders 
moved rather peculiarly. His gait was definitely 
clumsy and the left arm swung through a wider ex- 
cursion than the right. His face seemed rather im- 
mobile and there was a slight internal strabismus 
of the left eye. Testes were undescended. Urinalysis, 
blood count, and blood Kahn were negative. 

He was always unkempt and his shirt and trousers 
were rarely buttoned. He talked continuously, 
sometimes to himself or to the task in hand, and 
frequently whistled. He would always become very 
much interested in what others were doing, but it 
was impossibie for him to do any work independent- 
ly. He was always ready to do new things but 
would quit very quickly. The right hand was pre- 
ferred more often than the left. Handwriting was 
extremely poor for his age. He cried very easily and 
frequently complained that his hands and arms felt 
tired. Psychological examination indicated an I.Q. 
of 82 with the report that there were unpredictable 
oddities in executing commissions, a marked de- 
gree of visual motor incoérdination, and distract- 
ability of attention. 


2. A. A., Italian, male, aged 11. He is the sixth of 
seven children of whom four are feebleminded and 
two in the State Reformatory for “incorrigibility”. 
The father is said to be an impulsive, unreasonable, 
probably brutal individual. The patient was born 
three months prematurely, and at birth weighed four 
and one-half pounds. He entered school at six and 
one-half, and had to repeat the second grade. He is 
thought to have practised mutual masturbation at 6 
and is known to have been masturbating during the 
past two years. He has “always” been clumsy and 
rather “poorly codrdinated”. School difficulties be- 
gan in the third grade. He became very restless 
and overactive, did not keep still or concentrate, 
and had periods of excitement when he annoyed 
and attacked other children without provocation. He 
required constant supervision to prevent exhibition 
of his genitalia before girls in the schoolroom, he 
masturbated quite openly, and stole the belongings 
of others. He frequently was seen to stumble. 

The patient was underdeveloped but fairly well 
nourished. He was generally rather hirsute. He had 
poor general coordination inasmuch as his gait and 
the movements of his hands were clumsy. His head 
projected forward slightly. He was left-handed. Gen- 
eral muscular tone was somewhat increased. His 
head was small and bullet-shaped and there was 


bilateral cryptorchism. Blood count, urinalysis, 
blood Kahn, and spinal fluid Wassermann were 
negative. 


He was a steady talker and would become imme- 
diately interested in new material. Although he was 
at first friendly and codperative he soon became 
quite excitable and antagonistic, and later became 
extremely offensive, quarreling with those with 
whom he had been most friendly and accusing others 
of swearing at him and striking him. He was quite 
combative, would frequently interfere in the activi- 
ties of others, and would shift the blame to them. 
Whenever thwarted in any of his meddlesome activi- 
ties he flew into tantrums of rage, kicking, biting 
or scratching anyone who happened to be in his 
way, and damaging furniture. He was a consistent 
liar. There would be interludes of a day or two 
duringe which he was more quiet and tractable. His 
1.Q. was 82. 


3. M. J., American, female. The patient is a mar- 
ried childless woman in the forties, a very friendly 
and sociable person of about average intelligence. 
She never sits still; she is continually changing the 





750 


ORGANIC DRIVENNESS—KAHN AND COHEN 





N. E. J. OF M. 
APR. 5, 1934 





position of her arms and legs, and twitching may be 
seen in her face, which is usually smiling, or in her 
neck and shoulders. Her hands are always moving, 
now striking her face or neck, now playing with her 
necklace or wrist watch. The choreiform nature 
of the movements cannot well be doubted. She can- 
not stop talking. There is always a deluge of ques- 
tions which one is seldom given time or opportunity 
to answer. Sentences really rush out of her mouth. 
If the observer, exhausted by the onslaught of a few 
minutes’ contact, thinks that now she will drink a 
little coffee, or will pause for something else, he sud- 
denly sees her at the other end of the room arrang- 
ing a piece of furniture, manipulating a cigarette, 
talking to someone else, always and apparently un- 
ceasingly active. 


DISCUSSION 


We are not primarily interested in making a 
label diagnosis in any of these cases. We are 
aware of the fact that the clinical pictures 
shown by the children are often seen as sequelae 
of encephalitis epidemica; they certainly oceur 
also after other encephalitie processes. Mrs. J. 
may be suffering an incipient stage of Hunting- 
ton’s disease although there is no observable 
sign of mental deterioration. 

In all our cases we immediately observe the 
following: (1) A high degree of general hyper- 
kinesis with either choreiform or tic-like (myo- 
. clonic) movements in face, trunk, and extremi- 
ties®; (2) outstanding difficulty, approaching an 
almost complete inability in maintaining quiet 
attitudes (be it only for a few seconds); (3) 
abruptness and clumsiness in the performance 
of movements, even of relatively simple ones; 
(4) an explosive motor release of all voluntarily 
inhibited activity’. 

We daresay that the symptoms enumerated 
under 1-4 are related to the brain-stem. The im- 
pression that one gets when observing these pa- 
tients, that here is an ‘‘organic’’ condition, is 
overwhelming. We realize that every neurolo- 
gist and psychiatrist is perfectly familiar with 
these pictures and with the ‘‘organic impres- 
sion’’ which the metencephalitie children espe- 
cially induce. 

The general and special hyperkinesis* un- 
doubtedly stands in the foreground of the pic- 
ture. The patient seems to be a puppet at the 
mercy of its souree, i.e., a defective brain-stem. 
We assume that the hyperkinesis is the primary 
symptom and that symptoms 2-4 are secondary 
aspects of it. It seems to be true that the impul- 
sions traveling from the brain-stem are under 
terrific tension for release and henée put the in- 
dividual to a greater or less degree out of har- 
monious motor control. 
fundamentally the individual is unable to stop 
such movements since he is unable to prevent 
their origination in the brain-stem. However, 
the brain-stem is not the whole individual. By 


6. We have seen athetoid movements, though rarely. In none 
of our cases was tremor observed. ~ 


7. It is very instructive to hold the hands of these individuals 
for some minutes in order to observe the increased strength 
of motor discharge in other parts of the body. 


It must be granted that. 





the use of (or at least in the attempt to use) 
efferent pathways the individual may resist (or 
at least try to resist) the impulsion. It is read- 
ily observed, however, that this resistance, such 
as in an attempt to sit still, or to control certain 
movements, does not accomplish very much, for 
sooner or later control is broken down by the 
power of the impulsion. This may provide some 
explanation for (2), the difficulty in suppress- 
ing the movements concerned for even a short 
while and for (3), that the stowed impulsion 
finally breaks down resistance abruptly. The 
clumsiness of the consequent activity indicates 
the individual’s inability to perform move- 
ments at his ease and with ‘‘gracefulness’’. The 
explosive motor release of (4) is probably a 
special case or extreme of the abruptness and 
clumsiness (3). 


We are aware of the fact that with these last 
statements we have stepped out of the field of 
neurological observation and simple description . 
of data and have entered the realm of psycho- 
logical explanation. This procedure is justifi- 
able since the mere evaluation of neurological 
symptoms does not furnish sufficient under- 
standing for those ultimately concerned with 
the personality as a whole. It need -scarcely 
be emphasized that we are never confronted with 
neurological symptoms alone but rather with in- 
dividuals under specific biological conditions. To 
these conditions it is necessary to respond as 
total personalities, i.e., biologically and pycho- 
logically. If any one is put under certain con- 
ditions he is bound ‘‘to do something about it’’. 
The organically driven are no less bound ‘‘to 
do something about it’’. There are two pos- 
sibilities with which they must find their way; 
either they succumb completely to their driven- 
ness or they resist by the attempt to modify what 
is going on within them. 

Coneretely, one may recall the horrible and 
pitiful sight of some of the hyperkinetic pa- 
tients who, in the aeute state of Economo’s dis- 
ease, literally rolled themselves to death. They 
represented the picture of organic drivenness 
at its extreme. There was no way out of this 
torture. One could only stand by and help- 
lessly watch a hopeless fight. Fortunately, the 
situation in the patients dealt with here is not 
quite so hopeless, although in them also may be 
observed some fight, the fight of the organism 
against a kind of foreign body, the fight of the 
personality against something it cannot stop, 
something which is beyond the grasp of the in- 
dividual because of its very nature. Simple and 
dull persons may readily succumb, sometimes 
indeed having even a little fun with their 
‘‘jerks’’; but many, especially the more intel- 
ligent and sensitive resent® their affliction and 


8. General: hyperactivity; choreiform movements, 
tic-like mannerisms, etc. 

9. The aspect of resentment which A. Adler has put on the 
account of organ inferiority is probably only a part of the 
picture. That organ inferiority and overcompensation do play 


special: 


a certain réle will be mentioned in a different connection. 
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fight. These individuals try to suppress some|ter, the biological-experiential problem of the 


of the movements, and in this attempt to con- 
ceal’® them from their fellow-men, sunerpose 
upon them all sorts of ‘‘voluntary’’? movements 
ealeulated to demonstrate the nonchalance of 
their motor activity (cf. Mrs. J.). 

Terms such as ‘‘resenting’’ or ‘‘fighting,’’ 
descriptive of a certain attitude of the individ- 
ual, imply that there exists in him something 
more embracing than a mere psychological or 
biopsychological ‘‘reaction.’? Most comprehen- 
sively, this something is quite generally consid- 
ered experience or experiencing and however 
much certain factors (biological or psychologi- 
cal) may actually or apparently on occasion be- 
come more significant, it is always the pverson- 
ality as a whole which enters into experiencing. 
It is by the knowledge, appreciation, insight 
into and evaluation of a given individual’s ex- 
periences, and his ways of experiencing, that 
one becomes able to develop true psychoiogical 
understanding of him. There are two principal 
ways of examining a given individual’s experi- 
ences: (1) we may observe his expressions*’, 
i.e., the ways and means by which he conveys 
what is going on within him to the outer -world 
(as by language, mimicry, gesture,—‘‘ Aus- 
drucks’’ psychologie) ; (2) we may ask the per- 
son to tell us about his experiences (introspec- 
tive psychology). There is no doubt that in 
each of these alternatives a tremendous amount 
of error on the part of the observer as well as 
of the observed ereeps in, in the observation and 
interpretation of the tenuous and scanty data 
at hand. In the following discussion we make 
use of both ways of examination, which is, of 
course, not without the danger of such a com- 
bined methodological approach. 


If, in a clinical situation, we examine the 
knee-jerks of an individual we are dealing with 
a neurological sign. If, in another situation, we 
see an individual’s face become radiant we in- 
terpret this sign as an expression of joy, i.e., 
the expression of an experience. The person 
whose knee-jerks we test may experience them, 
probably as a peculiar movement, but certainly 
one over which he has limited control. In the 
radiant face of the joyous individual a twitch 
or a tic may be observed (perhaps simultane- 
ously with the radiance) which we do not ac- 
cept as an expression but rather as a neurologi- 
eal sign. It may happen that our radiant in- 
dividual is conscious of, or experiences the 
twitch and attempts to conceal it. Further- 
more, it may happen that with recognition of 
the onset of the twitch he smiles or grins in 
order to mask it. With these rather simple 
illustrations we are thrown into the midst of 
the complex neurological-psychological or bet- 
10. ef. Guttmann, E.: Beobachtungen bei Chorea minor. Ztschr. 
f. d. ges. Neurol. u. Psychiat., 107, 584-617, 1927. 

11. Expression includes what is generally designated as be- 


havior, but is more than behavioral reaction because of its 
experiential source. 





organically driven patient. 


If we observe the hyperkinesis of an organi- 
cally driven person we are not only impressed 
by a neurological sign but necessarily also we 
see an individual in whom this sign is biologi- 
cally produced and who is somehow experienc- 
ing it. The hyperkinesis appears to be imbed- 
ded, as it were, in some experiential make-up. In 
this experience or experiential make-up the whole 
personality is involved, and upon the individ- 
ual’s way of experiencing will depend what is 
done or what will be attempted with the hyper- 
kinesis: (1) he may let the hyperkinesis have 
its course, standing by, so to speak, resentfully 
or resignedly, angrily or irritably; (2) he may 
energetically try to suppress it; (3) he may 
carefully superpose upon it voluntary move- 
ments. What we are able to observe of the in- 
dividual’s experience of hyperkinesis, however, 
are only his expressions, namely: (1) the re- 
sentment, resignation, anger, or irritability; (2) 
a remarkable exercise of will power and, per- 
haps with this (3) a more or less pronounced 
adroitness, respectively. It is frequently diffi- 
cult to see these experiential expressions in their 
true light. Sometimes, too, it is almost impos- 
sible to recognize that behind them something 
fundamental to the experience is going on, 
which, in our special instance, is a biological 
(really a pathobiological) function, a neurologi- 
cal symptom, the hyperkinesis. 

This, however, does not tell the whole story. 
The individuals concerned experience not only 
the hyperkinesis, but also, and perhaps more 
intensely, the surplus of impulsion by which 
the hyperkinesis is brought about. In other 
words, they experience their organic drivenness. 
In the experience of their drivenness they may 
feel themselves more or less helpless, and be 
forced to submit in some way. We venture to 
suggest that not infrequently the relative sig- 
nificance of the experience of the hyperkinesis 
recedes into the background; individuals may 
become accustomed to it to a considerable ex- 
tent and may even become able to automatize 
eventually some of their attempts of suppres- 
sion, concealment, and superposition of these 
movements. The experience of the organic 
drivenness itself, however, apparently can never 
be entirely ‘‘forgotten’’ since it is set loose con- 
tinuously, via the motor system, against the 
whole personality. These individuals feel them- 
selves, at various times and to various degrees, 
it is true, literally driven; they cannot stop 
even if they want to; they are carried away by 
their organic drivenness and have a difficult 
task to keep pace experientially with it. 

From this standpoint we may find some inter- 
pretation of the distractability, general hyper- 
activity, apparent tachythymic or even hypo- 
manic conduct, the ofttimes startlingly wide- 
spread and multifarious interests and special ac- 
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tivities which characterize these individuals 
psychiatrically. 

The distractability appears as an extreme 
fluctuation of attention or lack of continued c¢on- 
centration. Explanation of this may be that the 
individual, always on the verge of another flare- 
up of his drivenness, is incessantly torn away 
from his present task. This may often be seen 
as so-called hypermetamorphosis (Wernicke) in 
a very impressive way. In this, as in all eases, 
the total make-up of the individual is important 
in the determination of whether and how far 
he is driven aimlessly from one useless activity 
to another, or whether by virtue of favorable 
temperament and intelligence he is able to give 
his activities some useful content and goal. In 
other words it may be possible for the individual 
to utilize the organic drivenness and direct it 
into adequate channels. The accomplishments 
of some of the organically driven patients may 
indeed be remarkable. Although they may often 
display a multitude of diversified interests they 
somehow possess great ability to integrate them. 


4. A. R., American, male. Years ago one of us had 
the opportunity to observe a then 29 year-old banker, 
for a considerable period, and to see him then from 
time to time. This person was possessed of a very 
good, if not productive intelligence, was a very 
kind-hearted man, and had numerous friends. He 
was a stammerer, had quite obvious facial twitch- 
ings, and was rather clumsy in his movements. He 
was never seen to walk, and literally was always 
“on the run”. His activities were stupendous in 
variety and amount; he was a voracious reader and 
an exceedingly prolific writer and partook in an 
almost unbelievably widespread correspondence. 

When seen in a group, one felt that it was a ter- 
rible strain for him to sit still without talking or 
moving or occupying himself with something. On 
every possible occasion he would jump up, burst 
out with questions or deliver short speeches, smil- 
ing and moving. 


That such individuals possess a capacity to 
overcome so severe a biological handicap and to 
be able to make an asset out of their disability 
may appear a constitutional paradox. In this 
connection a careful utilization of the Adlerian 
concept of overcompensation occasionally may 
not be amiss. 

We have mentioned the two opposite ways in 
which these patients may deal with their organic 
drivenness. At one extreme are those who, just 
a prey to their drivenness, live in an aimless 
way; at the other extreme are those who master 
their life despite their handicap. Between these 
extremes many different varieties are found. 
Among them are those ‘‘bad boys’’ and ‘‘bad 
cirls’’ who after an attack of Economo’s disease 
make their lives and the lives of their families 
miserable with their ‘‘misbehavior’’. At the 
mercy of their organic drivenness they indulge 
in all sorts of undesirable conduct and often 
appear unbearably malicious. That they give 
vent to, ie., that they express their organic 
drivenness in their various asocial activities is 





frequently not recognized. Sometimes they are 
filled with resentment but it would be thorough- 
ly erroneous to explain all their behavior as the 
mere outcome of resentment against their en- 
vironment. 

Among the eases which we were able to see 
(and we saw quite a few more than are re- 
ported in this paper) there were more chil- 
dren than adults. This observation cannot be 
lismissed as adventitious. The ‘‘behavior prob- 
lems,”’ or better. the specifie personality changes, 
after Economo’s disease are generally found in 
children, whereas in the adult the Parkinsonian 
pictures are prevalent: It seems plausible to 
assume that this difference depends largely on 
differences of the biological reaction of the nerv- 
ous system toward the eneephalitie process in 
child and adult. We conjecture that a more in- 
tensive knowledge of organic drivenness will 
show that the syndrome described is not in- 
frequent in the adult. not only because many 
of the children concerned survive to adulthood, 
but also because encephalitis epidemica and the 
other encephalitides are not the only conditions 
which produce this syndrome. We believe that 
there are individuals who are possessed of or- 
ganic drivenness from birth, either as the conse- 
quence of a prenatal encephalopathy or injury, 
or of birth injury, or as a eonstitutional vari- 
ant??. 

These considerations lead to the question of 
whether cases exist in which organic drivenness 
is the only sign of congenital defect in the brain- 
stem. We have not yet seen such a case: in all 
our patients neurological signs were present 
which, as has been stated, indicated brain-stem 
involvement. While some of these signs (e.g., 
twitching) are not very severe the drivenness, 
on the contrary, seems to influence deeply the 
personality as a whole, its behavior, and its ex- 
periences. There is no doubt that the signifi- 
eance of organic drivenness is enormous for the 
personalities afflicted with it, but we do not be- 
lieve that it is the only factor by which the 
whole personality structure can be explained 
however profoundly this whole structure may be 
influenced by it. The organically driven indi- 
viduals whom we had the opportunity to ob- 
serve were very different as to their intelligence 
and temperament, and undoubtedly there are 
considerable differences also in their impulse 
life. It is the degree and the inter-action of the 
organic drivenness with other aspects of the 
personality which are ultimately responsible for 
the whole picture of the individual. 

By dealing with organic drivenness as a syn- 
drome we wish to emphasize its significance for 
clinical psychiatry. By this procedure we fall 
under obligation to discuss two specifically clin- 
ical aspects: (1) the disease processes in which 
this syndrome occurs, and (2) its differential 
diagnosis. 


12. The investigation of this problem by genealogical methods 
would be extremely desirable. 
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(1) We have repeatedly stated that organic 
drivenness is found in encephalitic processes 
and we conjecture that it may occur in every 
process which involves the brain-stem, e.g., Hunt- 
ington’s disease, and certain cases of general 
paresis, brain syphilis, arteriosclerosis, and brain 
tumors. With respect to general paresis may 
be mentioned some observations made a few 
years ago with Doctors Bumke and Bostroem in 
the Munich Neuropsychiatric Clinic. Several 
paretics with extrapyramidal symptoms were 
seen and when Dr. Hugo Spatz investigated the 
necropsy material of these and other paretic 
brains he was able to demonstrate typical paret- 
ic changes in the basal ganglia not only of those 
eases which had had extrapyramidal symptoms 
but in quite a few cases which had not presented 
such symptoms. One may infer from such ob- 
servations that some conditions of excitement 
and violent outbursts in the paretics, clinical 
manifestations of organic drivenness™, are, at 
least partially, due to the changes in the brain- 
stem. 


One may wonder whether we are overestimat- 
ing or exaggerating the significance of organic 
drivenness and its relationship to the brain- 
stem. As a counter-argument one may adduce 
the extreme hyperactivity which precedes the 
lack of initiative and hebetude in the frontal 
lobe cases of Pick’s disease. It is certainly per- 
missible to compare these patients’ restlessness 
and aimless hyperactivity with the organic 
drivenness derived from the brain-stem, and 
from this comparison, surmise that the decrease 
of frontal cortex control is the primary source 
of their hyperactivity’. This conclusion, how- 
ever, would have to be qualified to state that 
lack of cortical control may not increase mo- 
tor discharge directly but does so rather by re- 
moval of inhibition of brain-stem activity. In- 
deed recent investigations (v. Braunmihl)** 
have revealed that in many eases of Pick’s dis- 
ease not only the cerebral cortex but also the 
basal ganglia are primarily and characteristi- 
cally involved. We are of the opinion that the 
syndrome of organic drivenness will only be 
found in individuals in whom the brain-stem is 
pathologically changed, permanently or episod- 
leally. 

(2) From the point of view of differential 
diagnosis the syndrome of organic drivenness 
probably is not, at least at present, of any great 
importance in the gross organic brain condi- 
tions mentioned. It may perhaps eventually be 
13. We may indicate in passing that in some schizophrenic 
conditions sudden outbursts and the like may also bear some 


relationship to organic drivenness. One must not, of course, 
forget the possibility of brain swelling in such cases, 


14. <A case in which organic drivenness doubtless played an 
important role has been published by Biirger, H.: Zur Frage 
der ‘“‘Crampusneurose,’” Arch. f. Psychiat., 79, 151-169, 1927. 
He relates the main symptoms to the brain-stem and adds 
that in view of a progressive dementia in this case, the cortex 
is also involved. 

15. v. Braunmiihl has reported his own investigations and the 


research done by other investigators in Bumke’s Handbuch der 
Geisteskrankheiten, 11, 633-715, 1930. 





helpful in the interpretation of some specific 
symptoms. 

There is, however, a large group of clinical 
conditions in which differential diagnosis is im- 
portant, and occasionally rather difficult. Some 
of the relatively mild cases of organic driven- 
ness may by virtue of their overactivity impress 
the observer at first sight as hypomanic; we 
have encountered this diagnostic confusion. We 
deem it necessary therefore to point out some 
differences between organic drivenness and tem- 
peramental deviations belonging to the group of 
the tachythymie and the euphorie hypomanic". 

The tachythymie and the euphoric show a 
natural vivacity ; they are alert and smart. As 
a group they almost always have a good sense 
of humor and a ready smile; their smiling is 
warm and often contagious. Many of them 
are happy people, and go about in a world which 
is open to them and which is entirely theirs. 
Movements are rapid and abruptness and awk- 
wardness are rare. Their movements appear to 
be clear expressions of their personalities, espe- 
cially of their characteristic temperament, and 
fall in line with their mood and mood swings. 

The hyperactivity of the organically driven, 
on the other hand, is never natural; even when 
they behave ‘‘vivaciously’’ they never seem to 
be free of restrictions. They lack humor, fre- 
quently to a deplorable degree, and their smil- 
ing is rather a kind of stereotyped and frozen 
grinning. They are not happy people even if 
successful in life and it is hard for them to 
come to bearable terms with the world and to 
remain so. Their movements are jerky, hasty, 
abrupt, clumsy, and attempts to modify them 
may make them only the more conspicuous. 
Since these movements are organically condi- 
tioned they are not commensurate with their 
moods and emotions although under stress the 
hyperkinesis may episodically increase. 

These descriptions cover only the relatively 
clear-cut cases of both types. Combinations may 
occur in that tachythymics or hypomanies may, 
if rarely, have tics and the like; in some organ- 
ically driven individuals there may be a certain 
temperamental vivacity (tachythymic) or eu- 
phoria (hypomanic). Further detailed obser- 
vations should enable us to differentiate such 
cases more exactly. 

We must mention that occasionally an or- 
ganically driven patient may appear so odd as 
to remind us of a ‘‘schizoid ;’’ usually the differ- 
entiation will not be very difficult. It cannot be 
denied, however, that there exist schizoid psy- 
chopaths, with some tie perhaps, who betray a 
certain amount of organic drivenness"’. 

16. We refer to some pertinent considerations made by one 


of us (Dr. Kahn) in Psychopathic Personalities, Yale Univer- 
sity Press, 1931, pp. 175, 177, 188 et passim. 

17. cf. Lange, J.: Klinisch-genealogisch-anatomischer Beitrag 
zur Katatonie, Monatschr. f. Psychiat. und Neurol., 59, 1-49, 
1925. In this paper are reported cases of schizophrenia in 
which organically conditioned motor disturbances related to the 
basal ganglia were observed. In some of Lange’s cases the 
brain-stem changes were verified at necropsy. 
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SUMMARY 


Cases are presented in which hyperkinesis 
due to surplus of inner impulsion is the pre- 
dominating feature. This is termed ‘‘organic 
drivenness”’; its association with neurological 
signs referable to the brain-stem indicates the 
locus of its genesis in this region. Organic 
drivenness is found in various encephalopathies, 
notably encephalitis epidemieca, but its inci- 
dence in various degenerative diseases of the 
nervous system as well as the probable existence 
of constitutional types is emphasized. Various 
differentiating criteria from the hyperactivity 
of hypomanie and euphorie individuals are dis- 
cussed. It is in accordance with his personality 
make-up that the hyperkinesis and the organic 
drivenness are experienced by the individual. 


DISCUSSION 

Dr. Hopskins: This has been a very interesting 
paper to me, not only because I have seen some of 
these cases that Dr. Kahn describes, but in my 
work with epileptics this syndrome merges very 
closely into the epileptic syndrome and the things 
that epileptics do, the neurological symptoms they 
manifest, and the things we find in their brain-stems 
at autopsy. 


Dr.. C. MACFIE CAMPBELL: I wish to endorse what 
you have said, Mr. Chairman, that Professor Kahn’s 
paper has been of extreme interest. It touches a 
subject that is familiar to all of us, whether work- 
ing with adults or children, these hyperkinetic in- 
dividuals with a variety of neurological features. 
Dr. Kahn has emphasized the'fact that the organ- 
ism with focal damage to the part function mani- 
fests reactions that can only be explained by the 
total personality, and that we are apt to concen- 
trate too exclusively upon the focal disturbance of 
function. A good analysis of a series of organic 
cases with the separation of those symptoms due 
to the focal disturbance of function from those 
symptoms due to the total personality is of great 
value. 

The field that is illuminated by this paper is of 
wide extent and we are very much indebted to Dr. 
Kahn for the stimulus he has given us. 


Dr. Myerson: I echo Dr. Campbell's words as to 
the powerful stimulus which Dr. Kahn’s paper rep- 
resents. However, my stimulation is in two direc- 
tions: one of pleasure and agreement, the other of 
question and rather marked disagreement. 

I think that encephalitis has probably illuminated 
the genesis of the personality more than all the 
psychological work that has been done. I say this 
with all due respect to the psychologists who are 
here present. It is probable that the personality 
changes are due to lesions of the brain-stem and 
that they are often associated with hyperkinesia, 
such as athetoid movements, chorea, etc. I think 
it is also well to emphasize that in general paresis 
and other organic disease types, the brain-stem is 
as much involved as the cortex. For example, in 
work done by Dr. Raskin and me at the Boston 
State Hospital, the hypothalamus and the brain- 
stem were more involved than the cortex. Thus 


far, anyone must be in agreement with Dr. Kahn 
and be grateful to him for calling our attention to 
the relationship of personality and hyperkinesia to 
the brain-stem. 





The difficulty, however, is this in respect to the 
cases he cites: In the first place, I do not under- 
stand that they were in any way related to past en- 
cephalitis. In the second place, there was no 
autopsy work recorded, so that we might have some 
objective linking-up of the hyperkinesia and _per- 
sonality alterations with lesions. I do not see how 
any theory can lack the objective fact of pathological 
work and not remain suspended in the air, so to 
speak. In the third place, we can, I believe, explain 
as much of these cases by the let-go of the cortex as 
by any brain-stem lesions. A good deal of the 
symptomatology of organic brain disease is due to 
the release of mechanisms of a lower order by the 
injury done to centers of a higher order. Thus, 
when the cortex is injured, one gets twitchings and 
one might, I suppose, get an excessive drive since 
the individual might well be at the mercy of every 
impulse that came his way. Skill is a cortical rather 
than a brain-stem development, and the awkward- 
ness cited by Dr. Kahn might well be explained by 
cortical injury. Even the severe psychoneurosis 
may show hyperkinesia, twitchings, jerkings, and 
restlessness comparable to his increase in drive. 
Some of the cases he describes do not seem to me 
to have any relationship to brain-stem, for example, 
the banker he cites is a tremendous reader, a tre- 
mendous writer, looks after a huge amount of cor- 
respondence, and all his driving has a strong in- 
tellectual slant which cannot, at the present time, 
be linked up with the brain-stem. Moreover, Dr. 
Kahn assumes a plus set of symptoms, that is, the 
brain-stem is overstimulated. There is hardly a 
sphere in neurology in which we know anything at 
all about plus diseases. Almost all the symptoms 
and syndromes represent deficiency with disturb- 
ance of the harmony of functions as a result. 

May I say this, too, that the organic drivenness 
is rather a doubtful term in this connection. Or- 
ganic drivenness should include a drive toward sex, 
nutrition, self-preservation, since these are the 
great organic drives. 

Let me state that I am grateful to Dr. Kahn for his 
interesting paper. That I am in sharp disagree- 
ment with much that he postulates does not lessen 
my indebtedness. 


Dr. McPuerson: As I have observed this group 
of patients, which is familiar to us all, it seems to 
me there are distinctly two elements concerned: 
one, with a release of movements; and the other, 
with the reaction of the individual to that release. 
The paper is very well written but I have some 
sympathy with Dr. Myerson’s feeling that possibly 
we are allowing the concept to be carried too far if 
we immediately jump to the conclusion that the en- 
tire picture is due to the injury to the brain-stem. 
We know very little of the mechanism by which 
motor phenomena are released in such injury, but 
we can explain a great many of the hyperkinetic 
phenomena as release. It does seem that it is 
stretching the concept to include all of the reac- 
tions as a positive syndrome of the brain-stem, as 
Dr. Kahn seems to imply. 


Dr. Epstern: I haven’t very much to add to what 
has already been said except to emphasize that from 
a purely organic standpoint I think the whole busi- 
ness of hyperactivity is too widespread to be local- 
ized in this very small area of the brain-stem. I 
should like to see a good many autopsy reports be- 
fore I shall be convinced that the trouble lies there. 


Dr. Cortat: In listening to Dr. Kahn’s paper and 
to the various discussions, I am inclined to agree 
with the discussants. It appears that when one re- 
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constructs the hyperkinetic phenomena which result 
from the extrapyramidal lesion, that the extra- 
Pyramidal lesion has utilized certain elements of 
the personality and exaggerated them so that the 
cases as related may well show certain hypomanic 
trends or even schizophrenic trends provided that 
the individual in whom the brain-stem lesion had 
occurred had had these trends in a latent form. 
This same mechanism of utilizing an organic le- 
sion is also often found in the symptoms of the 
conversion hysteria. If such an individual had 
these trends, certain events in the individual’s life 
or even certain emotional disturbances, even with- 
out brain-stem lesion, might have precipitated a 
typical hypomanic or a schizophrenic psychosis. 


Dr. Hearty: I feel very grateful to Dr. Kahn 
for having given us such a clear presentation. All of 
us who have worked much with young people have 
seen individuals of the type which he describes. At 
present we have under observation a young boy 
who comes in this category. He seems to have pre- 
sented this phenomenon of hyperkinesia since birth. 
As a child of even one month of age he was noted 
as being excessively restless. He has maintained 
this characteristic with unvarying trends until the 
present, when he is nine years of age. Can there 
be any doubt that there must be something organic 
in the situation? One cannot help being impressed 
with the possibility that the pathology originated 
before birth. As the single member of a family 
group who presents abnormality he is a most dis- 
turbing factor at home, in school life, and else- 
where. His restlessness or ‘“drivenness” causes 
him not to be able to conform to any ordinary regu- 
lations. For example, his inability to sit still at 
mealtimes and his unwillingness to go to bed at 
any ordinary hour is most annoying. And yet, his 
tremendous overactivity does not seem to create 
any fatigue symptoms. As in the cases that Dr. 
Kahn cites, this boy is not a typical hypomanic; his 
urge to activity is on the physical side only—he 
does not indulge in any flight of ideas. 

In regard to the essential pathology in this pic- 
ture, I am inclined to agree with what the other 
discussants have said and will not reiterate tie 
points which they have made. 

To go a step farther with what Dr. Kahn has said 
in relationship to the experience of the “driven” 
individual with his own overactivity, there is to be 
added the fact that the social environment plays its 
part in creating emotional attitudes. For a moment 
we may take this case I have spoken of. He finds 
himself at odds with the world. He has been deait 
with in all sorts of ways, overprotective and severe. 
Even in the family life it has been difficult to know 
how to handle him and alternative measures have 
been used. A circular response is set up, the boy 
meets the environmental issues with realization that 
he is an abnormal person, and becomes unhappy 
and surly. His twitchings and bizarre movements, 
although not excessive, mark him as a peculiar per- 
son easily recognized as such even by his playmates. 
He proceeds to react, very naturally, with undesir- 
able attitudes which play a prominent part in whai 
we may call his personality characteristics. Thus 
it is not entirely how the individual looks upon him- 
self that, as Dr. Kahn says, forms the picture of his 
personality trends, but also his reactions to percep- 
tions of what others feel toward him. 


Dr. CoHEN: It is natural, I suppose, that my atti- 
tude with respect to some of the points raised in 
the discussion, should be defensive. I have had, and 
have appreciated extremely, the opportunity to 
watch the concept of organic drivenness grow in 





Dr. Kahn’s mind. There are two general points 
which I would like to mention, if only to reémpha- 
size: first, the relationship of encephalopathy to or- 
ganic drivenness, and secondly, the significance of 
organic drivenness in its purely psychological, that 
is experiential, aspects. 

The frequent occurrence of organic drivenness in 
encephalitis cannot be dismissed as accidental. It 
is very probable that, in many cases in which no 
history of infection was elicited, an unrecognized 
encephalitic process had at some time existed. On 
the other hand, it seems plausible to assume that 
there are many cases in which this is not true and 
that there is no, at least demonstrable, focal path- 
ology. Such cases would argue for a constitutionally 
conditioned organization of the nervous system in 
which organic drivenness is the predominant char- 
acteristic. Here again the locus of origin of the 
drivenness, in the absence of postmortem material 
if such were to be enlightening, must on the basis 
of concomitant symptoms and signs be ascribed to 
the brain-stem. In either case encephalopathy is 
present; the question as to whether it is anatomical 
or physiological is probably only a matter of rela- 
tive emphasis. 


Secondly, and perhaps more importantly for psy- 
chiatrists, are the psychological components of this 
condition. The organic drivenness is experienced 
differently by every patient by virtue of the dif- 
ferences in personality makeup of each patient. 
That such experiencing is aimed toward conceal- 
ment, or at least socially acceptable disguise, of 
this drivenness is not surprising and indicates, as 
Dr. Healy has pointed out, the importance of en- 
vironmental factors. Furthermore, it is probable that 
it is only in those cases in which experiencing has 
been changed in the sense that asocial expressions 
occur, that the syndrome and its underlying cause 
become recognized at all. Here the qualitative dif- 
ference of organic drivenness from the impulsive 
outbreaks of schizophrenia and the euphoric excite- 
ment of the manic-depressive may become clear; the 
fact that the way of experiencing in each of these 
states is probably different gives to the surplus of 
inner drive manifested by each its peculiar quality. 


Dr. KAHN: I am very grateful not only to those 
who find something acceptable in this concept of 
organic drivenness but also to those who disagree. 
I am especially grateful for Dr. Myerson’s remarks 
which put me under obligation to make some ex- 
planations which may not be entirely ripe. I would 
like to mention that I appreciate the remarks of 
Dr. Hodskins who has seen the picture of organic 
drivenness in, some of his epileptic patients. 

Dr. Campbell has indicated that infectious dis- 
ease, not only encephalitis, may bring organic driven. 
ness to the fore. That certainly is the case and I 
mentioned, if only in passing, that one must think 
of permanent as well as episodic changes in the 
brain-stem as they may occur in some infectious dis- 
ease. Dr. Myerson’s reproach is that we have nu 
autopsy material. Of course we have to admit this, 
but isn’t there a huge amount of autopsy materia! 
in the literature written since von Economo’s first 
publication? Dr. Coriat has said that the hyper- 
kinesis may bring other personality trends into the 
foreground. I have said, and I wish to repeat, that 
the organic drivenness indeed is not the whole per- 
sonality. We have to find out how the personality 
experiences this very organic drivenness. That, 
of course, brings up the problem Dr. Healy men- 
tioned. We are perfectly aware that the organically 
driven are living in a world in which they are not 
only experiencing themselves and this world but 
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are being experienced by the people living with them. 
That they encounter ail sorts of difficulties goes 
without saying. That would not, however, fundamen- 
tally change our opinions as to this very organic 
drivenness. 

I guess the point at issue is this: Are we entitled 
to relate this organic drivenness to the brain-stem? 
I think that with caution we are able to do this 
since, for the time being, we desire to discover 
diagnostic clues for this organic drivenness. These 
cases of ours, including the lady and the banker, 
and I hope Dr. Myerson will take this in good faith, 
have brain-stem symptoms; still, they have cortex 
and other nervous system structures. They do not 
experience with their brain-stem alone, since they 
haven’t the brain-stem alone. 

I think I may say what I have in mind with regard 
to brain localization, begging you to accept this 
as cautiously as I want to say it, taking nothing for 
granted, since it is scarcely more than a guess. One 
may look at the structure or make-up of the person- 
ality from various points of view, for example from 
the point of view of the structure of the nervous 
system. Let us do this for a moment. There are 
various areas in the nervous system which may be 
taken into special consideration; one, the cortex; 
two, the so-called brain-stem; three, the so-called 
vegetative system. I am perfectly sure that all of 
these areas have something to do with both activity 
and passivity. I venture to say that the cortex, so 
far as activity is concerned, seems to be mainly re- 
sponsible for imitiative, that the brain-stem is 
especially concerned with regulation, and that the 
vegetative system deals mainly with what is quite 
generally considered vitality. We may assume for 
the moment that in the case of disturbance of one 
of these big centers there are two possibilities, a 
plus and a minus. In the case of cortex involvement 
we see individuals either with the minus or the plus 
in the form of under- or overactivity as a kind of 
under- or overinitiative, so to speak. In the regulat- 





ing function of the brain-stem, all of us know the 
minus disturbance. In the vegetative system there 
is on the minus side a lack of energy, and on the 
plus side the surplus of vitality. It would be of 
great interest eventually to exploit the ramifications 
of these suggestions, especially those concerning the 
various relationships of the vegetative system. In 
other words, we commonly see plus and minus dis- 
turbances of activity related to the vegetative sys- 
tem. Of course it is perfectly possible that a person 
possessed of my beloved organic drivenness may also 
ail from some disturbance in the cortex, or have 
some minus or plus vitality; in such cases we would 
see, of course, a very complicated picture. 

The justification for the concept of organic driven- 
ness is the attempt to isolate one factor, and in this 
way to restrict the concept as much as possible; it 
is equally necessary at the same time to broaden 
the concept in so far as the hyperkinesis is ex- 
perienced by the personality concerned. So, funda- 
mentally, I cannot feel that I agree with Dr. Myerson. 

This leads to the other question Dr. Myerson 
asked. How about sex? I cannot now give any 
definite answer. I am unable to tell you of the re- 
lation of other centers; per se, I do not think that 
all sorts of sex experience and behavior are or need 
be found in these brain-stem cases, in these cases 
of so-called organic drivenness, because, as I wish 
to repeat, the organic drivenness does not tell the 
whole story. The organic drivenness is Only one 
conspicuous factor related to the brain-stem, a fac- 
tor which is experienced and, which it has been my 
purpose this evening to emphasize. At any rate, 
if we can find out what the organically driven in- 
dividual is doing, thinking, feeling, experiencing 
about his organic defects, it may help us a lot; it may 
increase our knowledge of the organic diseases with 
which we are working; it may offer an interest in 
the shape of a bio-experiential point of view, which 
sometimes, at least, seems to recede too much into 
the background. 
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PROGRESS IN DERMATOLOGY 


BY HARVEY P. TOWLE, M.D.,* 


ALLERGY 


HE list of diseases called allergic is steadily 

erowing, as witness Dr. Clarke’s paper’. No 
longer does allergy mean only asthma, hay fe- 
ver, eezema, urticaria and angioneurotic edema. 
According to Clarke, allergy enters into nearly 
the whole field of medicine. In his present ar- 
ticle, Clarke includes in his list practically all 
eases of urticaria, angioneurotic edema, sea- 
sonal hay fever, most eases of uncomplicated 
asthma, eczema not due to direct irritation, many 
cases of rhinitis and recurring bronchitis, most 
cases of mucous colitis, probably, and some cases 
of gastro-intestinal svmptoms. He also sug- 
gests that pylorospasm and gastric and duode- 
nal uleer may be allergic in origin as well as 
migraine and Meniére’s disease. It is a proba- 


*Towle, Harvey P.—Consultant in Dermatology, Massachusetts 


General Hospital. Grund, Jacob L.—Assistant Dermatologist, 
Massachusetts Memorial Hospitals. For records and addresses 
of authors see *‘This Week’s Issue,” page 772. 


AND 





JACOB L. GRUND, M.D.* 


bility, he says, that certain cases of epilepsy are 
allergic, and, also, certain cases of arthritis. Ev- 
idently, the dermatologist must enlarge his idea 
of allergy. 

Anything which will throw light upon the na- 
ture of allergy is of interest to the dermatolo- 
gist, even though the souree of the light is not 
derived from dermatology itself. Pearson? has 
investigated the skin reactions of fifty asthmat- 
ics and compared the results with the reactions 
of fifty normal controls. His object, he states, 
was to determine the immediate dermal response 
to urinary ‘‘proteose’’ and, in the event of ob- 
taining positive reactions, to correlate them 
with the dermal responses to peptone, hista- 
mine, and protein, and to determine the ¢linical 
significance of the observations. He found that; 


1. Asthmatic patients tend to give nonspecific 
skin reactions with solutions of proteins or pro- 
tein derivatives containing 10 to 20 me. of nitro 
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gen per 100 ce. In the control group this tend- 
ency was much smaller. 

2. Making due allowance for this tendency, it 
was found that 38 per cent of the asthmatics 
gave significant reactions to their own urinary 
proteose. 

3. If the asthmatic series is subdivided into 
two groups, the one composed of patients show- 
ing sensitivity to foods or inhalants, and the 
other showing no allergic sensitivity, 50 per cent 
of the allergic group gave significant reactions 
to their own urinary proteose as compared with 
only 15 per cent of the non-allergice group. 

4. Of the control series only 2 per cent gave 
significant reaction to their own urinary pro- 
teose. 

5. Solutions of asthmatie proteose produced 
significant reactions in 32 per cent of the con- 
trols. Sixteen per cent of these even reacted 
to a dilution as weak as 1:100,000. It was found 
that one-half of the latter group had allergic 
family histories. 

6. The skin response to histamine was re- 
markably constant in both normal and asthmatic 
persons. 

7. It follows that the skin reactions to pro- 
teose are not due to histamine. 


Pearson concludes that the evidence points 
to the skin reaction being due to some unidenti- 
fied toxie substance. The possibility that aller- 
vie subjects are actually sensitized to such a 
substance has not been definitely disproved, he 
says. 

Ernstene and Banks’ * investigations bear the 
same relationship to the study of allergy as do 
Pearson’s? in that they deal with allergic dis- 
eases, pruritus, urticaria, and also with the 
use of histamine which is often used as a phar- 
macological test of sensitiveness. 

Six patients with pruritus associated with ur- 
ticaria were treated with small injections of his- 
tamine and so were seven patients with pru- 
ritus due to other conditions. In three of the six 
patients with pruritus and urticaria there was 
relief from the pruritus, and even from the 
urticaria, but in only one case was the relief 
lasting. It is noteworthy that a repetition of 
the histantine therapy in the cases of relapse 
was quite ineffective. The patients seemed to 
have acquired a tolerance for the drug which in- 
hibited a response at all comparable with that 
obtained in the first course. 

Of the seven patients with pruritus without 
urticaria, three were entirely unaffected and 
four were only partially and temporarily re- 
lieved. 

The writers’ conclusion that the results war- 
ranted further investigation seems hardly jus- 
tifiable. 

Another work bearing on the nature of aller- 
ev is that of Werner Jadassohn‘*. 

In view of the importance that has been at- 
tached to the presence of eosinophils in the 





wheal as a positive mark of allergy, there is a 
peculiar significance in the results of Jadas- 
sohn’s studies. He verified Berger and Lang’s 
observations, that eosinophils are extraordinar- 
ily numerous in and around the vessels in 
wheals produced by the application of an anti- 
gen. He also confirmed their observations re- 
garding eosinophils in the histamine wheal, al- 
though he found more perivascular leucocytes 
than they, perhaps because he used a stronger 
histamine solution. 


But Jadassohn went farther. He examined, 
for their eosinophil content, wheals (a) mechan- 
ically produced in a woman with dermograph- 
ism, (b) a morphine wheal, (c) an atropin 
wheal, (d) a pilocarpin wheal. The result was 
most interesting. No one would consider the 
wheals from morphine, atropin, or pilocarpin as 
allergic reactions, yet the histologic appearances 
were not to be distinguished from those of so- 
ealled allergic wheals. There was the same col- 
lection of intravascular and perivascular leuco- 
cytes, most of which were eosinophils. Jadas- 
sohn regarded the reaction as of purely local 
origin, not as one depending on a general in- 
crease of eosinophils in the blood. None of the 
patients had a blood eosinophilia. 


It would seem that but one conclusion is pos- 
sible, that, contrary to the general assumption, 
local eosinophilia in wheals is not the sign man- 
ual of allergy. 

Lester Hollander® reports a case of urticaria 
due to senna leaves. He inquires if it is ‘‘an 
example of an acquired hypersensibilization and 
is comparable to the experiments of Professor 
Bruno Bloch’’. 

The case is that of a woman who had taken 
senna leaves as a laxative for fifteen vears with- 
out noticeable trouble when suddenly she de- 
veloped urticaria which gradually increased in 
intensity. When she first consulted Hollander 
she had hives over the legs for three months, 
always appearing at night about two hours after 
going to bed. At first the search for the cause 
was entirely fruitless, although it included food 
tests, blood examinations, reviews of her habits, 
her clothing, and several other things. Finally, 
the definiteness of events attracted his attention 
and led him to eliminate the senna leaves. The 
result was immediate. The urticaria ceased to 
appear. As an experiment the patient was again 
given senna to chew after she had had no ur- 
ticaria for two weeks. The result was positive. 
The urticaria returned and followed the same 
course as before. 

If, as Sontag maintained some twenty or 
more years ago, scarlet fever is not a disease 
entity but merely a manifestation of hypersen- 
sitization to bacteria in the tonsils, we may as- 
sume that the symptoms bear some relation to 
allergic manifestations., From this point of 
view, therefore, von Kostyal’s study of the Re- 
lations between Acetonemic Vomiting and Sear- 
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let Fever® bears upon that relationship. The 
question is how. 

Von Kosty4l calls attention to the cireumstance 
that, in scarlet fever, there is nearly always 
vomiting, and nearly always acetone in the urine. 
Further, it is worthy of note, that, in the af- 
fections of which searlet fever is most prone 
to be the complication, such as burns, tonsillitis, 
and postparturition conditions, acetonemia is 
also present. Menstruation, likewise, is accom- 
panied by acetonemia and by impaired liver 
function. Building on this foundation, his argu- 
ment proceeds. Diet, he says, may play an 
etiological réle in scarlet fever, particularly if 
there is present an anaphylaxis to any especial 
food, for such reaction impairs the liver fune- 
tion and this renders the organism more sus- 
ceptible to toxins. It might be well, he says, 
to investigate whether diet can influence the 
Dick test. Von Kostydl thinks that the inci- 
dence of concurrence of acetonemic vomiting and 
tonsillitis is practically the same as that of scar- 
let fever. That, then, is a strong suggestion 
of a relationship between the two, and is evi- 
denced by the fact that it is possible to ar- 
rest acetonemic vomiting by an intravenous in- 
jection of convalescent scarlet fever serum. 


TUBERCULOSIS 


The effect upon tuberculous processes of a salt- 
free diet such as Gerson, Hermannsdorfer and 
Sauerbruch advocated, still engages the attention 
of some investigators. One of the most recent 
is Bertaccini? who, using animals for the ex- 
periment, fed one group with a salt-free diet 
and a second group with a salt-containing diet. 
To make the experiment more convincing, he 
gave the second group additional sodium chloride 
by intravenous injection. Both groups were in- 
oculated with bovine and human tubercle bacilli. 
He could not find that the presence or absence 
of salt made any difference in immunity, as all 
the animals of both groups contracted tuber- 
culosis, as was proved by autopsy. 

Bommer® takes a more optimistic view of the 
inhibiting influence of a salt-free diet upon the 
activity of the tubercle bacillus. He began the 
dietary treatment at the Giessen Lupus Insti- 
tute in 1928 and has since treated a large num- 
ber of cases of skin tuberculosis. He cut out 
common salt entirely, restricted meat, and used 
vegetables largely as a source of protein supply. 
His diet was generous in fat but poor in earbo- 
hydrates. An abundance of fresh fruit, vege- 
tables and salads was permitted. He reports 


that under such dietary treatment tuberculous 
skin foci healed completely, even to the drying 
up of skin ulcers in three or four weeks. More- 
over, he found that lupus of the mucosa re- 
sponded quite as well as lupus of the skin. 

In some eases, to avoid the unpalatableness 
of food prepared entirely without salt, he used a 





mixture of common salt and other physiological- 
ly equilibriated salts, the latter supposedly re- 
moving the undesirable toxie effects of the com- 
mon salt. 


He explains that the favorable effects of a 
salt-free diet are due to its action upon the ves- 
sel walls by which the disturbed water exchange 
between the blood vessels and the tissues is re- 
stored. The diet also restores the cells of the 
capillary walls to normal function. Under the 
salt-free diet, edema diminishes and venous sta- 
sis disappears. In support of this argument, 
he points to the obstinate behavior of children 
with pasty, cyanotic skins in whom the vascular 
system is primarily defective, and in whom it 
is necessary to prolong the dietary treatment un- 
duly in order to obtain an effect upon their tu- 
berculous skin lesions. 

Eller and Rein® studied the effects of an 
equilibriated salt diet on two cases of lupus vul- 
garis, two of lichen planus, four of chronic ec- 
zema, and two of aene vulgaris. They conducted 
their experiments by alternately giving the pa- 
tients, every three or four days, a diet free from 
salt but with an equilibriated salt of potassium, 
calcium, and magnesium as a substitute, and a 
diet containing a measured amount of sodium 
chloride. According to their observations, all 
eases except those of lupus showed a definite 
improvement when the equilibriated salt was 
used and no sodium chloride, and a definite ex- 
acerbation when sodium chloride was returned 
to the diet. The failure to influence lupus they 
attributed to lack of hospitalization and the fail- 
ure of the patients to carry out dietary direc- 
tions conscientiously. 

Ever since Lowenstein announced that he 
found tubercle bacilli regularly in the cireula- 
tion in miliary tuberculosis, in far-advanced tu- 
bereulosis, and in 50 per cent of the cases of 
rheumatic fever, others have tried to duplicate 
his findings. Haymaker, Ekhart and Freund? 
report absolute failure in 38 cases investigated, 
although they followed Lowenstein’s technic 
earefully. In neither culture nor guinea pig in- 
oculation were they able to discover tubercle 
baeilli. 

Benedek’s results", too, throw doubt on the ae- 
curacy of Loéwenstein’s observations. Benedek 
studied four eases of tuberculosis cutis luposa, 1 
of tubereulid, and 2 of lupus erythematosus. 
In each ease blood cultures were made according 
to Loéwenstein’s method and, as a control, tis- 
sue cultures according to the method of C. Kiel. 
The tissue eultures were positive for tubercle 
bacilli in the four cases of lupus, but were neg- 
ative in the other diseases. Once he obtained 
a positive culture from a case of lupus but lze- 
ter attempts were negative. In the one positive 
blood culture the organisms grew sparsely and 
in subcultures lost their typical shape and acid- 
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fast qualities. On the other hand, the organ- 
isms in the tissue cultures grew abundantly, 
both in the original culture and in the subcul- 
tures. 

The question has been asked, does miliary tu- 
berculosis attack the skin? Geipel sought the 
answer. He reports’? that he found involve- 
ment to occur only in nurslings and young chil- 
dren. In children, the point of attack was the 
subeutaneous tissue in which tubercles devel- 
oped. In infants and very young children, tu- 
bercles were found in the corium and the ad- 
joining epidermis. 

Jesionek™® starting with the proposition that 
light baths may have a beneficial or harmful 
effect upon tuberculous foci in the skin and with- 
in the body, gives an interesting dissertation 
upon the anti-tuberculous function of the skin 
and the effect of light baths upon it. His ex- 
perimental studies have indicated to him that 
the skin actually has an anti-tuberculous fune- 
tion and is the source of the natural defense 
substances of the organism against the tubercle 
bacillus. Robert Koch, he says, has called at- 
tention to the differences in the reactions ex- 
cited by the intradermal and intracutaneous in- 
jection of killed tubercle bacilli. Jesionek says 
that in civilized human beings these natural 
anti-tuberculous defense substances are deficient- 
ly elaborated by the skin because only a small 
portion of the skin is adequately exposed to 
the stimuli of light and air.- The light and air 
bath removes this obstacle and frees the skin 
from the confining influences which reduce its 
metabolic functions. The first stimulus is pro- 
vided by the lowered temperature which by the 
movement of the air and the influence of the 
light increases pressure and thereby, the perfu- 
sion of the skin by way of the parenchyma cells. 
Jesionek sees in this regulation of the blood 
supply in the skin the most important biologic 
effect of the light and air bath. Such perfu- 
sion and increase in pressure enable the skin 
cells to produce anti-tubereulous and tuberculo- 
lytic substances. But if the true value of the 
light and air bath is to be obtained it is essen- 
tial, he says, to avoid light induced inflamma- 
tion of the skin and, also, undereooling and 
overheating, for such influences paralyze the 
parenchymal cells of the skin. 

O’Donovan"* reports a fatal case of sarcoma 
which developed on a lupus sear after heavy 
treatment of the lupus with Roentgen rays. Two 
months before death there were symptoms of in- 
ternal involvement. The patient complained of 
weakness, pain below the heart, and of shortness 
of breath. There was fluid in the right thoracic 
cavity which contained leucocytes and endothe- 
lial cells. The rays showed secondary deposits 
in both lungs. In discussing this case, O’Don- 
ovan says, that it is recognized that there is a 
close similarity in the clinical development of oc- 





cupational tar carcinomata and of Roentgen car- 
cinomata; that, experimentally, both carcinoma 
and sarcoma have been produced in animals by 
the same irritant, hence, as lupus carcinoma has 
increased in frequency since Roentgen therapy 
was instituted, there is an antecedent proba- 
bility that sarcoma might develop under simi- 
lar conditions. 


ERYTHEMA NODOSUM AND TUBERCULOSIS 


There have been published since the last 
Progress a number of studies on the relation- 
ship of erythema nodosum to tuberculosis. One 
of the first was that of H. Ernberg’® who ex- 
amined 200 cases, most of them in children. 
Thirty-nine unselected cases were given a par- 
ticularly thorough consideration. All of them 
(100% ) were found to have demonstrable foci 
of tuberculous infection, chiefly in the pulmo- 
nary region. Because of his study of the disease, 
Ernberg reached the conclusion that erythema 
nodosum is an autogenous tuberculin reaction 
of an infected organism and is, therefore, in 
reality a manifestation of tuberculosis. For this 
reason, all cases of erythema nodosum should 
be given a careful Roentgen examination and 
should be treated as cases of tuberculosis. The 
prognosis is good. 

Following Ernberg’s lead, Dickey'® made an 
exhaustive study of 16 cases of erythema nodo- 
sum in children under fifteen years of age. The 
majority of the patients were females. If one 
considers the intracutaneous test with tubercu- 
lin as specific, then all in the group were tuber- 
culous, for all were susceptible to intracutaneous 
injections of artificial tuberculin and to minimal 
doses of it. In fact four of his cases developed 
typical attacks of erythema nodosum. Perifocal 
chest reactions were demonstrated by Roentgen 
ray examination in the majority of the cases. 
While earlier students of the disease maintain 
that the streptococcus is the etiological factor 
in the disease, Dickey maintains that, when 
present, erythema nodosum is to be regarded 
as evidence of an early infection with the tuber- 
ele bacillus, or as reinfection unless there is defi- 
nite evidence to the contrary, notwithstanding 
the fact that it has been definitely proved that 
erythema nodosum may occur in children in the 
absence of allergy to tuberculin and, probably 
therefore, in the absence of infection. The idea 
of a streptococcus infection can be sustained in 
only a very small percentage of cases. 

Begg’s observations’? concerned only four 
children from one to five years of age but are, 
nevertheless, interesting in that there is a defi- 
nite history of exposure to infection. The four 
children had been exposed for five weeks to a 
patient who died of miliary tuberculosis eight 
days before the first case of erythema nodosum 
developed. All the children reacted positively 
to the intracutaneous injection of tuberculin and 
all gave radiographic evidence of a hilar infec- 
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manifestations of a recent tuberculous infee-|the cases. Roxburgh says that these fatal cases 
tion. start from a chronic, localized type, that they 


Gordon'> relates the case of a child of three 
in whom the development of erythema nodosum 
seemed to be the precursor of the invasion of the 
general system by the tubercle bacilli. A week 
after a lesion of erythema nodosum had ap- 
peared a small nodule appeared on the skin. At 
the same time the sub-maxillary gland was defi- 
nitely enlarged. Four and one-half months later 
the nodule on the chin was definitely proved to 
be a lupus. 

Cruise’® also inclines to the belief that the 
association of erythema nodosum and _tuber- 
culosis is not merely a coincidence. He found 
that in seven of erythema nodosum a definite 
diagnosis of tuberculosis could be made, that in 
four cases it could be strongly suspected, and 
that in more than one half of his eases their 
erythema nodosum had developed during or after 
their connection with an institution devoted to 
the care of tuberculosis. 

Lesné, Boguien and Guillain®® observed a se- 
ries of 39 patients with erythema nodosum over 
a period of twelve years. Forty-three per cent 
of the patients gave a definite family history of 
tuberculosis. Every case, examined by the 
Roentgen ray, showed calcareous lesions with 
hilar involvement in infaney as the primary 
lesion. All reacted positively to tubereulin. At 
the end of the twelve-vear period twenty-two 
of the thirty-nine were well, even though some 
had had a serious extension of their original tu- 
bereulosis infection. None had had miltary tu- 
berculosis. None had had tubereulosis menin- 
eitis. None had died. Therefore, they coneluded 
that the development of an erythema nodosum 
in childhood with evidences of tubereulosis in- 
dieates a relatively good prognosis concerning 
the tuberculosis. 


LUPUS ERYTHEMATOSUS 


Three or four articles have been published 
during the past year which give particular con- 
sideration to the relationship of the disease to 
tuberculosis. 

Thus Pessano*! reports that out of 100 cases 
studied 83 had a tuberculous family history. It 
is to be noted that he obtained better results in 
treatment with the bismuth compounds than 
- with the gold salts. 

J. M. Lyon’? reports two fatal cases of lupus 
erythematosus in children which came to autop- 
sy. In neither case was there clinical or path- 
ologic evidence of tuberculosis. Apropos of the 
fatal issue of these cases, it is noted that the 
following symptoms of acknowledged import oe- 
curred: erythematous cutaneous lesions, rheu- 
matoid pains, hemorrhagie tendencies, high fe- 
ver, and leucopenia. 

Roxburgh** reports five fatal cases of which 
three were autopsied. ‘There was neither evi- 





are more frequent in women, and that they usu- 
ally occur between the ages of 20 and 30 years. 
The presence of arthritis, arthralgia, muscular 
pains, albuminuria, a purpurie eruption, and a 
high fever are of bad prognostic significance and 
suggest the onset of a fatal ending. Death occurs 
in from one to four months after the beginning 
of these symptoms and is usually caused by a 
streptococcie septicemia. 

The Paris Correspondent of the Journal of 
the American Medical Association** has writ- 
ten an explanation of the untoward symptoms 
and accidents which may accompany the gold 
therapy. He writes that the harmful effects are 
due to the action of the drug on the compo- 
nents of the blood, on the endothelium of the 
capillaries and reticulo-endothelial tissues. The 
accidents most commonly observed, according to 
the reporter, are agranulocytosis, purpura hem- 
orrhagica, icterus, nephritis, and aplastic ane- 
mia. The variety in the accidents is explained by 
the selective action of the drug on the various 
constituents of the blood and blood vascular 
system. If the toxic effect is exerted chiefly on 
the red blood corpuscles there occurs a grave 
anemia; if on the white corpuscles an agranu- 
loeytie syndrome. If it affects the blood plate- 
lets and the endothelium of the capillaries, the 
signs are those of purpura hemorrhagieca. 


s 
IRRADIATION ‘THERAPY 


Although much has been published in this 
field there is little that is new. Therefore in 
this Review we have included but a few sam- 
ple papers as illustrations of the type of work 
which is steadily going on. 

Webster®’ has treated a number of inflamma- 
tory conditions by irradiation. He reports good 
results in furuncle, earbuncle, whitlow, and 
erysipelas. The favorable effect, he believes, 
is due to the destruction of the organisms com- 
bined with a reaction akin to inflammation which 
is manifested by an engorgement of the blood 
vessels and a diapedesis. Also, the protein 
shock which is produced by damage to the blood 
and tissue cells adds its beneficent action. 

Van Oettingen*® adds his testimony as to the 
favorable influence of Roentgen therapy of ery- 
sipelas. Sixty-four out of 78 cases treated dur- 
ing the past six years showed an immediate, fa- 
vorable response to irradiation by a definite low- 
ering of the pulse and the temperature. His 
method was to give from one-tenth to one-fourth 
erythema dose applied in such a manner that it 
included the whole diseased region plus a small 
margin beyond. If, the first treatment had no 


effect, a second was given which was usually 
enough to produce visible improvement. 

Lenk** reports the results of an interesting 
experiment in the treatment of warts by the 
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Roentgen ray, which is one of the most popular 
methods in use. ‘‘But,’’ he points out, ‘‘its 
results have been almost equaled by the treat- 
ment by suggestion.”? . . **Could it not be 
that the favorable results of irradiation should 
be largely attributed to suggestion?’’ he asks. 
He sought the answer by giving simulated treat- 
ments of the Roentgen rays avoiding all sem- 
blance of verbal suggestion and choosing, as sub- 
jects for his experiment, cases of juvenile warts 
because they respond the more readily to Roent- 
gen therapy than the verruca vulgaris. He 
found that although a considerable number did 
respond to his simulated treatments, neverthe- 
less, a majority did better with real exposures 
than without. 

Niles** undertook an investigation of the 
question as to whether the Roentgen ray treat- 
ment of acne increases scarring. To this end he 
treated with the rays but one side of the face 
of forty patients with acne, employing a placebo 
on the other side. In 57 per cent both sides of 
the face, the rayed and the not-rayed, the sear- 
ring cleared equally well. In 5 per cent it was 
ereater on the untreated side and in 3 per cent 
on the treated. Niles claims that these figures 
definitely disprove the claim that in acne Roent- 
gen ray predisposes to increased searring. ‘‘The 
percentage of ecures,’’ he says also, ‘‘was con- 
siderably larger in this series when both sides 
of the face were irradiated.”’ 

Richards”? laments the practice of operating 
upon cases of external cancer before treating 
them with the Roentgen rays. Previous treat- 
ment by surgery, causties or electricity so com- 
plicates conditions as to make it unnecessari- 
ly difficult to accomplish a eure by irradiation. 
‘This is especially true,’’ Richards says, ‘‘if 
the previous treatment has been unsuccessful.”’ 
In such eases the possibility of completely and 
permanently healing the lesion is definitely 
diminished and may even be lost. The radiolo- 
gists feel that preliminary surgical excision is 
unnecessary. The results of irradiation are bet- 
ter. 

The surgeon performs sympathectomy for 
disturbances of the vasomotor system. The ra- 
diologist attempts to attain the same effect by 
radiation of the deep sympathetic spinal gang- 
lia. Langeron and Desplats*® employed Roent- 
gen irradiation of the suprarenal and cervical 
sympathetic regions in 41 cases of vasomotor 
disturbances of the lower extremities. They em- 
ployed a 500 Roentgen unit once or twice a week 
and report good results in Raynaud’s disease, 
acroparesthesia, erythromelalgia, posttraumatic 
disturbances and trophie disturbances associated 
with a general sympathetic disturbance. The 
authors thought that possibly irradiation of the 
suprarenal region is preferable for the lower 
extremities and of the region at the level of the 
first dorsal vertebra for the upper extremities. 
They think that probably there is little differ- 
ence between the two and therefore advise treat- 





ing them simultaneously. In conclusion, they 
issue a warning that the treatment must be car- 
ried on with caution; that, as the aim is to re- 
establish a disturbed sympathetic equilibrium, 
one must watch out for an abnormal excitabil- 
ity of the sympathetic and its reactions to the 
doses given. 

Several times in previous reports reference 
has been made to the discussion which has been 
going on as to the properties of the Grenz ray 
and its efficacy in the treatment of diseases of 
the skin. Muskatblit and Ouspensky*! have 
added to the discussion facts derived from their 
experiments with the use of the Grenz ray as 
a fungicide. They are not enthusiastic about 
the results. Although they administered doses 
fifty and even seventy times larger than the 
average single dose, they could not succeed in 
killing the organisms. 


LICHEN PLANUS 





PSORTASIS 


Various theories have been put forth from 
time to time to explain the etiology of lichen 
planus. Opinion has seemed to favor the the- 
ory of disturbance of the sympathetic system. 
Now come Jacob and Helmbold*? with a theory 
of a bacterial origin evolved from their observa- 
tions on 28 eases. In 25 they isolated on semi- 
solid dextrose serum agar containing cubes of 
human tissue a gram-negative anerobie bacillus. 
‘‘Hor successful cultivation of the organism’’, 
they say, ‘‘the serum used must be inactivated 
at from 56 to 60 C. for a number of hours’’. 
They report that the organism was not found 
in normal skins nor in a number of other papu- 
lar diseases examined as controls. In a few 
instances they succeeded, by inoculation of the 
human skin with the bacillus, in producing le- 
sions which clinically and histologically con- 
formed to the accepted eriteria of lichen planus. 
The bacillus could easily be demonstrated in 
the sections in the exudate of the lichen planus 
lesions after an incubation of forty-eight hours 
or more. 

These findings, if confirmed, will upset cer- 
tain previously entertained ideas concerning the 
disease. For example, how shall we explain the 
results obtained by such observers as Langeron 
and Desplats*® noted above? 

The findings are also at variance with those 
recently reported by Jausion and Guillaud- 
Vallée®* to the Société Médicale des Hopitaux 
de Paris. They reported that they, had estab- 
lished, through a large number of observations, 
that ‘‘all persons affected with lichen planus or 
with psoriasis present the reactions of a mycotic 
allergy’’. 

This certainly is a new conception of the 
etiology of lichen planus. Yet, according to 
Jausion and Guillaud-Vallée**, the coexistence 
of an epidermophytosis and of a trichophytosis 
is not rare in such patients. They explain the 
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manifestations of lichen planus on the buccal 
mucous membrane. So far Jausion has found 
the tricho-epidermophytie skin reaction positive 
in every case he has examined, whether the erup- 
tion was cutaneous or buccal or both. Nine- 
teen of twenty-one cases are reported as having 
been cured and two as greatly improved by in- 
jections of a polymyeotie vaccine. 

Jausion and Guillaud-Vallée, moreover, as- 
sert that the observations reported concerning 
lichen planus apply as well to psoriasis in a 
large majority of cases. He studied 54 cases 
of psoriasis carefully and obtained the follow- 
ing findings. Thirty-seven (68%) of the psori- 
atics were, at the same time carriers of epi- 
dermophytosis or my¢otie intertrigos. Forty- 
four (80%) gave strongly positive reactions to 
a mycotoxin. Forty-five of the fifty-four cases 
responded to mycovaccinal treatment. Twenty- 
nine cases were completely cured by the vae- 
cination alone, without other treatment, al- 
though it required from fifty to seventy intra- 
muscular injections to accomplish this. The in- 
jections are painless and without general reac- 
tions. It is thus shown, the reporters conclude, 
that psoriasis in these fifty-four patients often 
manifested itself as a mycosin but more often 
as an epidermophytid. They admit that other 
antigens may produce an eruption of psoriasis, 
such as a streptococcus toxin. Psoriasis, then, 
is a cutaneous reaction of mycelian origin which 
explains why it will disappear as a result of not 
only chemotherapy but also of specific poly- 
mycotic vaccine therapy. 

May it be that there is a real relationship be- 
tween the more or less favorable results obtained 
by the injection of scale extracts reported by 
various American investigators and these find- 
ings reported by Jausion and Guillaud-Vallée**? 

Wrong*! now reports a series of ten cases of 
psoriasis treated by the injection of psoriasis 
scales. He weighs the scales and to each 10 
mg. mixes 1 ce. of sterile physiologic sodium 
chloride solution. He reports that five of the 
ten patients were definitely improved, one be- 
ing cured. One was slightly improved. Four 
were not affected. 

As opposed to the theories just advanced, 
Griitz and Biirger®® report that their studies in- 
.dieate that the underlying cause of psoriasis is 
probably a disturbance of the fat metabolism. 
They offer two hypothetical explanations: A. 
That the fats, which are a physiological require- 
ment of the skin, are eliminated through the 
capillary system in excessively large quantities, 
and, on entering the epidermis, produce the 
psoriatic manifestations. B. That possibly non- 
physiologic or irregularly composed lipoids are 
the cause. In both instances, they say, the cuta- 


neous manifestations could be considered as an 
inflammatory reaction to the pathologic supply 
of lipoids. 





‘‘This interpretation of psoriasis,’’ the authors 
declare, ‘‘is supported by the success of a dietary 
deficient in fats.’’? They have tried it in eleven 
cases suspending all other treatment during the 
trial. In four refractory cases it was a com- 
plete success. In five cases there was consider- 
able improvement. ‘Two eases are still under 
treatment, but are showing improvement. 


FUNGUS DISEASES 


Further experience with 217 cases has con- 
vineed van Dyck, Kingsbury, Throne, and My- 
ers*® that trichophytin is of value in differenti- 
ating mycotic-like eruptions, provided that it is 
given regularly and in a concentrate adequate 
to producing a local reaction. Under such con- 
ditions about 30 per cent of cures is obtained. 
The average number of injections was twelve, 
given intradermally. They begin with a dose 
of from 0.1 to 0.2 ee. of trichophytin in 1:10 or 
1:50 dilution and repeat the injection every 
four or five days. When the beginning dilu- 
tion fails to produce a positive reaction within 
forty-eight hours they increase the strength 
to 1:10, 1:5, 1:2, 1:1. Rarely do they find 
it necessary to use the full strength trichophytin. 
They warn that turbid solutions should never 
be used under any circumstances as they are 
bacterially contaminated or contain alcohol used 
to sterilize the needles. 

One of the great problems in the treatment 
of a fungus disease of the feet has been the 
sterilization of the shoes. Henderson*’ now puts 
forward a proposition which he says not only 
sterilizes the shoes but even acts upon the dis- 
eased skin. ‘‘If,’’ he writes, ‘‘a shoe is left 
for from eight to sixty hours in a closed tin box 
containing a small dish of formaldehyde the 
vapor will sterilize the shoe even at room tem- 
perature’’. But apparently it will do even more. 
Leather, it is said, will absorb a considerable 
amount of formaldehyde which it will give off 
again for many hours. So when a shoe, treated 
with formaldehyde during the night, is worn 
the next day the formaldehyde vapor given off 
distinctly influences the skin condition for the 
better or even, after a time, cures. Further- 
more, it protects the feet against reinfection: 

For a time thallium acetate enjoyed a cer- 
tain popularity in the treatment of ringworm 
of the sealp. The toxicity of the drug was 
found, however, to be so great that the majority 
of physicians abandoned its use. Mitchell*®, 
though, retains his enthusiasm after an experi- 
ence extending over five years. During this 
period, he reports, he has treated 200 patients 
varying in age from six months to twelve years. 
He always examines the urine first as any 
pathological condition of the kidneys is a posi- 
tive contraindication of the administration of 
thallium. Then the child is weighed naked and 
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the dose calculated on the basis of 8.5 to 9 milli- 
grams for each kilogram of body weight. A 
simpler procedure is to multiply the weight 
pounds by four which gives the dose in milli- 
grams. His final conclusion is that if proper 
precautions are taken there is no reason why 
thallium should not be used, especially if the 
child is under four. If the patient is kept in 
bed for two days after the administration, toxic 
symptoms rarely develop, he finds, and if they do 
appear they are seldom severe and pass off 
quickly. Thallium should be limited, so far as 
possible, to children under four, and a second 
and third dose should be given only after a con- 
siderable interval. 

Finnerud is entirely convinced that the causa- 
tive factor in perléche is a yeast organism, 
usually a monilia. Goodman*® now takes issue 
with Finnerud’s conclusions. He bases his argu- 
ments on the study of two cases, one of chronic 
perléche associated with erosio interdigitalis 
blasto-mycetica in an adult, and the second 
an acute case in a child. His conclusion is that 
the specific organism has not yet been deter- 
mined. He suggests that the organisms usually 
found, the staphylococcus, the streptococcus, 
fungi, and yeasts, are but secondary invaders. 


MISCELLANEOUS 


Pink Disease* is variously known as Swift’s 
disease, erythema arthriticum epidermicum, 
Haverhill fever, etc., and is more often seen by 
the pediatrician than by the dermatologist. 
Braithwaite’? gives the cardinal symptoms as 
erythredema (red swelling), a polymorphic rash 
followed by desquamation, marked anorexia, 
muscular hypotonia, mental depression, photo- 
phobia, and sweating. The disease occurs in 
children following or during an acute infection. 
Its cause, according to Braithwaite, is due to an 
abnormal reaction to daylight. It oceurs chiefly 
among the well-to-do. It is more frequent dur- 
ing the warmer months although it may occur 
during the winter. Increased blood calcium, 
erythrocytosis and leucocytosis are common, and 
an increase in hemoglobin is not infrequent. The 
cure is to keep the child protected from the day- 
light. 

Every dermatologist has, at one time or an- 
other, to use a disinfectant locally. There is, 
therefore, interest for him in Simmons* com- 
parative study of the bactericidal action of 
iodine and merecurochrome. Simmons treated 
skin abrasions, superficial incisions, and deep in- 
cisions, contaminated with undiluted broth cul- 
tures of either Staphylococcus aureus or Strep- 
tococeus pyogenes for various periods of time, 
with solutions of iodine and mereurochrome, re- 
spectively. 

Tincture of iodine to 151 wounds contami- 
nated with Staphylococci gave sterile cultures 
as follows: abrasions, 83.4 per cent; superficial 
incisions, 83.1 per cent; deep incisions, 31.2 per 





cent. With wounds contaminated with Strepto- 
cocci it gave sterile cultures as follows: abra- 
sions 75 per cent; superficial incisions, 80.9 per 
cent; deep incisions 82 per cent. Of the 210 con- 
taminated wounds treated with tincture of io- 
dine, the cultures from 156, or 74.2 per cent, were 
sterile. Mercurochrome used under similar con- 
ditions caused very little reduction in the num- 
bers of the viable test organisms and failed to 
sterilize any of the 210 contaminated wounds. 

Infantile Eczema is often considered by the 
profession at large as merely a skin disease to be 
dismissed with a trade formula and the remark 
that he will outgrow it as he gets older. Koch 
and Schwartz*?, however, consider the matter 
more serious. They report that among 103 pa- 
tients studied there was a mortality rate of 14.5 
per cent and a morbidity rate of 43.6 per cent. 
Of 56 children admitted to the hospital for ee- 
zema alone 17.9 per cent died and 33, or 58.9 
per cent, had complications. They advise that 
infants having infantile eczema should not be 
sent to the hospital, but should be cared for 
either in the home or in a foster home under 
medical supervision, or the Speedwell technic 
of Chapin. 

Since the writing of the last Report, the em- 
phasis in regard to Scleroderma seems to have 
changed. In the months preceding that report 
the interest in scleroderma centered in its re- 
sponse to sympathectomy and the other reme- 
dial measures instituted for the relief of a vaso- 
motor disturbance. Judging by the paucity of 
papers on that subject in the months immediate- 
ly preceding this Report, that interest seems to 
have faded. Investigators now seem to have 
turned to other fields of exploration. From 
among the later reports we have chosen two for 
notice, because they depart from routine thought 
and present new viewpoints. 

The first has to do with Selye’s work with the 
parathyroid hormone**. Experimenting with 
nursing rats, 7 to 14 days old, he succeeded, 
after daily intraperitoneal injections of 5 to 10 
units of parathyroid hormones (Gollip) for 
three or four successive days, in producing 
changes identical with scleroderma in 20 per 
cent of the animals. 

A stage corresponding to the edematous stage 
of this disease developed after a second dose and 
an atrophic stage after fifteen days. From these 
results he draws the conclusion that scleroderma, 
and osteitis fibrosa cystica, and Albers-Schoen- 
berg marble disease of bone are all due to an 
excess of the parathyroid hormone. 

The second article to which we call atten- 
tion is on the treatment of scleroderma by iodine 
gas. Breitmann** treated three cases by expos- 
ing the affected areas, the hands and forearms, to 
gas formed by heating iodine crystals, applying 
the treatment at intervals of from three to five 
days for a period of from one to three months. 
All three cases were benefited greatly. Breit- 
mann says that the iodine gas treatment also 
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worked well in such widely different affections 
as vitiligo, weeping eezema, and furunculosis. 
Diabetes, with its disturbance of the sugar 
metabolism, notoriously favors pyogenic infec- 
tions. Tauber*® studied the blood sugar index 
in over fifteen hundred cases of various kinds of 
skin disease of which 250 were eases of furun- 
culosis, pyoderma, and ecthyma. One hundred 
and eighty-nine of the eases of furunculosis did 
not have a high blood sugar content. From this 
fact Tauber reasoned that perhaps the suscepti- 
bility to pyogenic infection was because the or- 
eanism did not receive enough carbohydrate and 
sugar in the diet. Putting this supposition to 
the test, he gave his patients a daily intrave- 
nous injection of 500 ee. of 5 per cent dextrose 
for five suecessive doses together with liver and 
a diet rich in carbohydrates. The results were 
striking. The pain diminished and the infec- 
tious process ceased to spread after the second 
dose, that is, on the second day. Only four 
eases developed a second furuncle and only 
one, a third. Tauber is convinced, therefore, 
that an increased carbohydrate intake is a defi- 
nite factor in the production of antibodies nec- 
essary to resist invasion by pyogenic organisms. 
Blood transfusion in dermatologic therapy is 
not at all unknown, but has rarely been carried 
out on the same seale as that reported by Scher- 
ber*®. His report is really a summary and an 
evaluation. In impetigo herpetiformis he found 
blood transfusion a life-saver. In pemphigus 
vulgaris, it was a valuable adjuvant. Twice it 
failed in pemphigus vulgaris. In dermatitis 
multiformis there was merely a temporary im- 
provement, as was the case in pemphigus acutus 
malignus. In aphthous stomatitis he secured a 
remission which however was followed by a re- 
lapse. He recommends the measure in acute 
and chronie purpura, but particularly in pur- 
pura hemorrhagica. Severe cases of erythema 
multiforme he finds favorably affected by a 
combination treatment of blood transfusion and 
arsenic therapy. In the treatment of arsphenam- 
ine dermatitis and of a gold dermatitis the re- 
sults are exceptionally favorable. He also ree- 
ommends blood transfusion in septie erysipelas, 
in sepsis following furunculosis, in sepsis from 
gangrene of the mouth, and in gonococcic sepsis. 
Prokoptschuk and Baronowsky** report two 
cases of impetigo herpetiformis. One in a preg- 
nant woman not treated by transfusion was fa- 
tal. A second ease was in a non-pregnant wom- 
an who, under blood transfusion, recovered. In 
this second case the eruption was extremely pain- 
ful, spread eccentrically, and was accompanied 
by a typhoid-like condition and high tempera- 
ture. The eruption continued to spread. The 
woman grew weaker and weaker. Finally a 
transfusion was given of 370 ec. of blood. By 
the third day the temperature had dropped con- 
siderably and by the fourth was normal. In 
several weeks the woman was completely cured. 








They think that neither pregnancy nor changes 
in the generative organs are responsible for im- 
petigo herpetiformis. They believe, rather, that 
the cause is sepsis. Their reason for this be- 
lief comes from the postmortem findings in the 
first case, particularly upon the changes found 
in the spleen which were typically those of 
sepsis. 
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MILBANK MEMORIAL FUND 


40 Wall Street, New York 
John A. Kingsbury, Secretary 

Wage-earning families who suffered serious loss of 
income on account of the depression had 39 per 
cent more babies in the period of 1929-1932 than 
their neighbors whose incomes were not reduced 
following 1929. At the same time there was 50 per 
cent more illness in families whose incomes dropped 
most sharply than in families who were not seri- 
ously affected by the depression. 

These findings in a house-to-house canvass of 8,009 
families in eight typical cities, just completed by 
the Milbank Memorial Fund in coéperation with the 
United States Public Health Service, will be report- 
ed in the forthcoming issue of the Milbank Memorial 
Fund Quarterly. by Edgar Sydenstricker, in charge 
of the foundation’s division of public health activi- 
ties, and G. St. J. Perrott, consultant to the United 
States Public Health Service. The authors say 
that, so far as they know, the house-to-house in- 
vestigation regarding occupation, employment, in- 
come, births, and ill health in each of the 8,000 
families, which they directed, is thé first of its kind 
ever undertaken. 

The study was limited to white families with wage- 
earners in the skilled, unskilled, or “white collar” 
classes, residing in the poorer districts, exclusive 
of slums, in New York (Manhattan), Brooklyn, 
Syracuse, Baltimore, Birmingham, Pittsburgh, De- 
troit, and Cleveland. The average income of thes? 
families was $1,700 in 1929; it dropped to $900 in 
1932. 

The investigation revealed that families without 
any employed workers in 1932 had a birth rate 
during the depression 48 per cent higher than .those 
which had one or more full-time workers in 1932. A 
special study in four cities showed that the families 
living on relief funds had a birth rate 53 per cent 
higher than those not on relief but with incomes 
of less than $1,200 a year. 

The average annual birth rate, during 1929-1932, 








per thousand married women aged 15-44 years in 
the whole number of families studied was 152, as 
compared with 126 for the nation as a whole. For 
the families included in this investigation the birth 
rate was 39 per cent higher where the income 
dropped than where it did not change. The birth 
rate for families with incomes averaging below 
$1,200 was one and one-half times that of those 
averaging above $2,500 but still in the wage-earning 
class. The highest birth rate, 178 per thousand, 
states the report, was in families classed as poor 
in 1929 as well as in 1932. However, it is consid- 
ered significant that families forced to shift from a 
higher to a lower income level were found to have 
a higher birth rate during the depression years 
than those families who were able to remain in the 
class from which the downward shift was made. 
Where the drop was from $2,000 or more to less 
than $1,200 the differential rates were 107 for those 
who kept their income and 133 for those who suf- 
fered a loss; for the drop from those averaging be- 
tween $1,200 and $2,000 to a level below $1,200 the 
differential rates were similarly 113 and 157. 

The report further states that “the illness rate 
was relatively great in families without employed 
workers, less in families with part-time workers 
only, and still less in families with full-time work- 
ers.” However, these figures do not mean that illness 
was a cause of unemployment, since the questions re- 
garding health referred only to a period of three 
months in the late spring of 1933. “In fact,” say 
the authors, “ill health as a cause of unemployment 
was relatively unimportant in comparison with 
lack of work.” They conclude that “in so far as ill- 
ness is an,indication the health of persons compris- 
ing families seriously affected by the depression is 
being impaired”. 

An important scientific feature of the investiga- 
tion was that the families, whose breadwinners still 
had their jobs, served as a “control group,” a yard- 
stick for measuring conditions of those who experi- 
enced economic reverses. 
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CASE 20141 
PRESENTATION OF CASE 


First admission. A twenty-four year old He- 
brew teacher entered complaining of swelling of 
the left side of her face of a day’s duration. 


The patient had been in fairly good health all 
her life except for several rather severe colds 
associated with eough every winter. During the 
past winter these almost amounted to one con- 
tinuous cold. Two or three months before entry 
she had noticed that her ankles were slightly 
swollen, but she was not particularly disturbed 
about this. Approximately one month before 
admission she began to have dull headaches ev- 
ery morning just after awaking. One aspirin 
tablet gave relief. Three weeks before admis- 
sion she had another severe cold with nasal dis- 
charge and moderate epistaxis. One week be- 
fore entry her throat became sore and a cough 
developed. The following day she became very 
hoarse and lost her voice. During the past week 
her eyes had been very puffy, especially early 
in the morning, and the day before admission 
she vomited shortly after waking. On the morn- 
ing of admission she awoke with the left side 
of her face swollen. She visited her physician 
for the first time; he advised admission to the 
hospital. She had never noticed any red or 
bloody urine. For the past few days she had 
had some slight blurring of vision with specks 
before her eyes. 

Her mother and father were living. Her 
mother had diabetes and was taking insulin. 
Two sisters and one brother were living and 
well. There was no history of heart or kidney 
disease in the family. 

The past history was essentially negative. She 
had had a tonsillectomy and adenoidectomy at 
the age of seven and an appendectomy fifteen 
- years before entry. At that time her urine was 
negative. Her blood pressure was not recorded. 

Physical examination showed a well devel- 
oped and moderately obese young woman lying 
flat in bed in no apparent distress. She was 
slightly stuporous. Her skin and mucous mem- 
branes were slightly pale. The tongue was 
smooth. The breath was definitely uriniferous. 
There was no hyperpnea. The lungs were clear. 
The heart was thought to be probably slightly 
enlarged, but the examination was difficult be- 


was 180/120. There was pitting edema of the 
lower legs to the knees and slight swelling of 
the eyelids. Examination of the fundi showed 
blurring of the disks with edema and many 
hemorrhages. The vessels were moderately 
thick. One old healed sear was seen. 

The temperature was 99°, the pulse 110. The 
respirations were 22. 

Examination of the urine showed a specific 
gravity of 1.008 and a slight trace of albumin. 
The sediment showed 20 to 40 white blood cells, 
5 to 7 red blood cells and a large number of 
hyalin and eellular casts. Examination of the 
blood showed a red cell count of 2,590,000, hemo- 
globin 50 per cent. The white cell count was 
16,900, 80 per cent polymorphonuclears. There 
was moderate achromia, with slight variation in 
the shape of the red cells. Examination of the 
stools was negative. The Hinton test was neg- 
ative. The non-protein nitrogen was 80 milli- 
grams. A phenolsulphonephthalein test showed 
no excretion at the end of fifteen minutes and 
4 per cent at the end of one hour. The carbon 
dioxide combining power was 30.3 volumes per 
eent. The serum protein was 5 per cent. 

X-ray examination showed no definite varia- 
tion from normal in the kidneys. The heart 
shadow was distinctly abnormal both in size and 
shape. There was enlargement both to the left 
and to the right of the midline. The hilus shad- 
ows were increased in density and length. All 
the larger lung markings were prominent. The 
transverse diameter of the heart measured 14 
centimeters, 9 centimeters to the left and 5 to 
the right. The diameter of the chest measured 
24 centimeters. 

She was given fluids up to 100 ounces daily 
and put on a low salt, low protein diet. She 
slowly but steadily improved. On the ninth 
day a note was made that her carbon dioxide 
combining power was up to 36 and that the 
easts had nearly disappeared from her urine. 
Her edema gradually disappeared. She re- 
mained in the hospital for eleven weeks and was 
discharged improved. At that time her urine 
showed a specific gravity of 1.024 with a slight 
trace of albumin and with only an occasional 


down to 66 milligrams. Her serum protein was 
5.8, the red blood count 2,850,000 and the hemo- 
elobin 55 per cent. A phenolsulphonephthalein 
test showed only a trace of dye at the end of 
one hour. 

History of wmterval. Shortly after her dis- 
charge she began to have rather severe head- 
aches, especially in the early morning, with 
some vomiting. The swelling of her legs in- 


creased a little for the first week or two; then 
the edema began to involve both the arms and 
face. She came to the hospital for observation 
three weeks before her second entry. The non- 
protein nitrogen at that time was 60 milligrams, 
the red blood cell count 2,800,000, the hemoglo- 





cause of her large breasts. The blood pressure 
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mained on her own selected diet, but two and 
a half weeks before admission she was put on a 
low protein diet. Following this her edema 
subsided somewhat, but after a time gradually 
increased. Not long before her second entry 
the vision of her left eye became blurred and 
she was unable to read. For three nights before 
her reéntry she was unable to sleep and had 
a marked distaste for food. The edema in- 
creased very rapidly. 


Second admission, a month after her previous 
discharge. 

Physical examination showed a pale girl with 
prominent eyes. Her breath was distinctly urin- 
iferous. Her face was puffy. There was 
marked blurring of both disks with slight swell- 
ing of the left and also a slight amount of exu- 
date in the left macular region. The blood pres- 
sure was 200/120. There was a small area of 
dullness and diminished breath sounds at the 
right base with a few scattered rales throughout. 
The abdomen was moderately tender in the lower 
part and the edge of a slightly tender liver was 
felt in the epigastrium. There was moderate 
edema of the legs and sacrum. 

Examination of her urine showed a specific 
gravity of 1.004, a large trace of albumin and 
oceasional red blood cells, white blood cells and 
casts. Examination of the blood showed a red 
cell count of 2,500,000 with a hemoglobin of 50 
per cent and a white cell count of 14,300, 64 
per cent polymorphonuclears. Examination of 
the stools was negative. The non-protein nitro- 
gen was 97 milligrams, the serum protein 6.9 
per cent. 

The patient went downhill steadily. Her 
blood pressure ranged from 250 to 270/150. She 
vomited several times. On one occasion there 
was 400 cubic centimeters of vomitus with a 2 
plus guaiac. She became very drowsy. Her 
non-protein nitrogen rose to 200, her carbon 
dioxide combining power to 22.4. She went into 
coma, had a general convulsive seizure and died. 


DIFFERENTIAL DIAGNOSIS 


Dr. CuesteR M. Jones: It seems to me that 
this is a fairly typical story of terminal renal 
failure and that the diagnosis should be a fairly 
straightforward one. Which is cart and which 
is horse, however, in this story is a little diffi- 
cult to determine. 

She has a story of edema going back many 
months before admission to the hospital, a gener- 
alized edema involving the face as well as the 
extremities, and a story also of continuous in- 
fection of the upper respiratory type going back 
many years. 

It is said that her tonsils were taken out. 
I should like to know why, but I suppose it 
was because of repeated sore throats. That was 
not in the summary. We do not know whether 
she had any severe throat infections prior to the 
tonsillectomy. 





The upper respiratory infections of which 
we have a history are not quite of the type that 
one expects to get with a story of glomerular 
nephritis. 

Her urinary symptoms came on rather rapid- 
ly and certainly were the presenting picture 
when she first came into the hospital. 


Even at the time of the first admission she 
was slightly stuporous. She was very pale. 
There was a uriniferous breath. At that time 
the lungs were clear. There was a distinct im- 
pression that the heart was enlarged, although 
it could not be measured accurately. There was 
no elevation of blood pressure. It was perfect- 
ly obvious that in addition to a renal element 
in the picture hypertension was _ present. 
Whether that was the result of chronic nephritis 
or whether it was in the nature of an essential 
hypertension which had resulted in renal 
changes would seem. to me to be the difficult 
point at issue. 


Even at that time she showed blurring of the 
disks, although there is no mention of choking 
of the disks at the first admission. There were 
many hemorrhages with thickening of the ves- 
sels, showing very definite evidence of arteri- 
olar sclerosis. 


Her urine on admission showed a specific 
gravity of 1.008, which is what one would expect 
to find with long standing glomerular nephritis 
or with a vascular nephritis that has been per- 
sistent for some time. There were casts, both 
eellular and hyalin. There was only a moderate 
amount of albumin. 

The most striking thing at the first admission 
is the red blood cell count of 2,590,000. It cer- 
tainly indicates very serious renal damage of 
long duration. That in itself would give a very 
definite idea of the prognosis in her case. Anemia 
of that degree with a story of short duration 
would give a very doubtful prognosis. 

The leukocytosis of 17,000 at the first admis- 
sion I do not understand. There was no ob- 
vious source of infection found on admission. 
There was no throat infection. There was a 
question of recent sinus or antrum. Possibly 
it was not fully enough described to make it 
possible for me to account for the leukocytosis. 
I do not know how to explain it. 

The elevation of non-protein nitrogen of 
course is very high, 80 milligrams. 

It is also interesting that when she came in 
the carbon dioxide combining power was 30 
volumes per cent, which indicates a very real 
mild acidosis which may occur in renal insuffi- 
ciency due to failure of excretion of organic 
acids. 

There was the lowering in proteins that may 
occur in chronic nephritis, which is an indica- 
tion that in any case one should not limit the 
protein intake as is so frequently done. That her 
clinical course during the first admission after 
the protein intake was increased, I think is prob- 
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ably the proper thing to expect. I think we have 
been too apt to starve our patients as to protein 
intake because they .have nephritis and hyper- 
tension. I am sure that they feel very much 
better and we do not influence the course of the 
disease by giving them a reasonable amount of 
protein. There is no indication that it will in- 
crease the hypertension. So far as the edema 
is concerned, it certainly would have been wise 
to maintain the sodium chloride intake at a mod- 
erately low level. 

X-rays at the first admission bore out the 
contention that the heart was enlarged, but 
there is nothine characteristic so far as the 
report is concerned as to the character of the 
heart disease. The transverse diameter is ob- 
viously greater than normal. In a seven-foot 
plate the dimensions that we have are trans- 
verse 14 centimeters with an intrathoracic diam- 
eter of 24, which shows very definite enlarge- 
ment but apparently equally to the right and 
the left, and I think that film shows it on both 
sides. 

Dr. Grorce W. Hotmes: I think that the 
x-ray bears out the clinical evidence and that 
your interpretation of it is correct, that the 
heart is definitely enlarged to both the right and 
the left. With the history one would properly 
interpret that as hypertensive heart with dila- 
tation of the auricles rather than as rheumatic 
heart. 

Dr. Jones: Would it indicate that there had 
been a certain degree of heart involvement for 
some time, or is it acute? 

Dr. Hotmes: It had gone on long enough to 
produce some hypertrophy of the left ventricle. 

Dr. Jones: Of course if she has had hyper- 
tension for any length of time that would fit in 
with the x-ray picture? 

Dr. Hotmes: Yes. 

Dr. Jones: She improved with rest and with 
a more normal diet than she was given at first 
and she left the hospital clinically better but 
from the point of view of the laboratory with 
no improvement whatever. Her anemia was 
practically the same. She still had some nitro- 
gen retention and a slight but true acidosis. 
We do not know what the blood pressure was on 
discharge, but I assume that it did not drop 
very much. 

There is one interesting finding on discharge. 
The specific gravity of the urine was 1.024. All 
the other gravities were low. That would seem 
to indicate more concentrating ability than one 
would have assumed at first. I wonder if she 
was getting epsom salts. That will increase spe- 
cific gravity quite a bit if there has been much 
absorption. 

Her second admission was really a repetition 
of the first. There was no essential change. The 
only additional thing was that she was having 
more intense headaches. I should say that in 
this type of disease headaches are to be expected 
rather than not to be expected. She did not 





however have a true hypertensive crisis with ex- 
treme headache, from that going into a coma- 
tose condition. 

The second physical examination brings out 
a point that I think is rather important to stress 
a little, and that is that the examination of the 
fundi shows not only blurring but actual chok- 
ing of the disks. I mention that merely be- 
cause when I was a house officer and for some 
vears afterward we were taught that one does 
not get choking in this condition. 

The blood pressure has gone up between the 
first and second admissions, so that her initial 
pressure instead of being 180/120 is 200/120, a 
little higher certainly, and in addition we have 
evidence of heart failure, because she has slight 
dullness at the bases, rales, and a large tender 
liver. At present she comes in not only with 
evidence of renal insufficiency and hyperten- 
sion but also with a certain amount of acute 
heart failure which fits even better into this pie- 
ture of cardiae enlargement and dilatation that 
Dr. Holmes has mentioned. 

The edema is present at the second admission 
just as at the first. Otherwise I should say that 
the findings are very little altered. The specific 
eravity of the urine went down to 1.004, which 
again indicates a great deal of renal dysfune- 
tion. and it is worth while noting that on both 
occasions she failed to excrete any real amount 
of dve after intravenous phthalein. 

She comes in again with a white blood cell 
count that is roughly 14,000. I think that this 
time it is associated with respiratory infection, 
because there was enough dullness localized at 
the right base to suggest that there might be 
pneumococeus infection as well. 

She went down steadily. The blood pressure 
rose to 270/150, which I think is what one might 
expect, and with that her non-protein nitrogen 
rose to 200 milligrams and the carbon dioxide 
combining power to 22 volumes per cent,—very 
marked inability of the kidney to handle the 
nitrogen or any organic acids or to concentrate 
the urine properly. 

I should think that probably a young woman 
of this age, in spite of a long story of repeated 
upper respiratory infections, probably had es- 
sential hypertension, arteriosclerosis, with vas- 
cular nephritis as a result, or as part of the 
picture. I should be less inclined to think that 
she has a chronic glomerular nephritis as a re- 
sult of chronic streptococcus hemolyticus infec- 
tion of the throat. If she has that she has very 
marked vascular disturbance as well. The con- 
dition I think is one of the characteristic con- 
ditions that one finds in essential hypertension 
with renal failure. 

Dr. Tracy B. MAtLory: ou saw this pa- 
tient, Dr. Smith. Have you anything to add? 

Dr. WiuutAM D. SmitH: I saw her during her 
first admission but not at the second. I felt at 
that time that with her history of repeated res- 
piratory infections she probably had a chronic 
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glomerular nephritis, and that the hypertension 
and the vascular changes of arteriosclerosis were 
secondary. 

CLINICAL DIAGNOSES 


Chronic glomerular nephritis with edema. 
Hypertension. 

Uremia. ; 

Hypertensive retinopathy. 


ANATOMIC DIAGNOSES 


Chronic glomerular nephritis. 
Ascites. 

Hypertrophy of the heart. 
Bronchopneumonia. 

Acute gastritis. 

Operative wound, old ; appendectomy. 


PatTHOLoGic DiscussIon 


Dr. Mattory: The autopsy here showed 
only moderate enlargement of the heart. It 
weighed 350 grams, which would be within nor- 
mal limits for a large man but is definite hyper- 
trophy for a small girl. 

The kidneys weighed 120 grams, were very 
much shrunken, granular, with a narrow cor- 
tex, and microscopically showed a pretty typi- 
eal glomerular nephritis with well marked cap- 
sular adherence and endothelial proliferation 
within the capillaries. 

As is usual in any case of long standing glo- 
merulonephritis with much atrophy of renal 
substance, there is considerable sclerosis of the 
renal vessels. This does not look, however, like 
a very active progressive process such as one 
would expect with a superimposed vascular 
nephritis, and the arterioles elsewhere in the 
body were free from degenerative changes. 

There was a terminal bronchopneumonia, as 
was prophesied. 





CASE 20142 
PRESENTATION OF CASE 


Dr. Paut D. Waite: This case was one of 
extraordinary interest to me. The patient was 
a man of forty-eight whom I saw last August. 

Present illness. He was referred to me be- 
cause of severe attacks which I will describe by 
reading my original notes. He had always 
been well and very active. He had been under 
heavy strain for the past two years, mostly as- 
sociated with the business depression. About 
five or six weeks before I saw him, while he 
was on a vacation in New Hampshire, he had 
an attack of old-fashioned stomach ache fol- 
lowing a ‘‘hot dog’’ roast the night before. The 
pain started in his mid-abdomen, went up into 
the left chest and lasted all day. It hurt him 
to breathe, not markedly but somewhat. He 
drove his own car home nevertheless to Connec- 
ticut from the White Mountains. That night at 
home he saw his doctor, who said he had con- 
gestion in the left chest and fever. He spent the 
next day in bed and after that resumed work. 





The chest pain felt like a pleurisy pain, as he 
called it, and lasted a week, gradually subsiding. 
He was then quite well again, drove up to the 
mountains for his wife and came back two days 
later feeling well. He ate a hearty supper and 
slept well all that night. While preparing early 
breakfast himself the next morning he had a 
cateh in his throat, found it hard to breathe 
and became panicky. His doctor came, gave 
him morphia and put him to bed. There was a 
consultation between two local doctors. There 
was some uncertainty about the status of his 
heart, and a question of coronary thrombosis 
was raised at the time. He was then referred to 
me. 

He had been given digitalis at the time of his 
second attack, two weeks kefore I saw him. He 
took it in a dosage of fifteen drops twice a day 
until two days before I saw him, then eight 
drops a day. He had stayed in bed five days and 
had been up and feeling fairly well after that 
and back at work. 

Five days before I saw him he was tired and 
had a little fever. Although he was quiet at 
work he had been active in other ways. One 
day he went to a bridge party and to the mov- 
ies, and was quite tired after that but without 
symptoms of chest pain. He was exhausted the 
next day and had a spell of palpitation which 
lasted twenty to thirty minutes. The heart 
pounded at the time, but he did not note as to 
whether the rate was fast or not. He had some 
dyspnea but no gasping. 

Past history. He had never been ill except 
for scarlet fever as a boy. His tonsils had been 
burned out. He had recently lost nine pounds in 
six weeks, but he was on some restriction of 
diet just before I saw him. He had for years 
smoked six to eight pipefuls of tobacco a day. 
He took no alcohol, and drank coffee moderate- 
ly. He had been very active, playing tennis, 
mountain climbing, ete. He was in the habit 
of taking a strenuous annual vacation in the 
summer. There was one other point that he 
told me; that was that he sprained his leg 
severely nine or ten weeks earlier, four weeks 
before the attack of stomach ache followed by 
pain in the left chest in New Hampshire after 
the ‘‘hot dog’’ roast the night before. 

Family history. His family history is not 
remarkable. His mother and one brother were 
living and well. His father died at sixty-two of 
arteriosclerosis. He had two adopted children, 
one of whom was causing him a great deal of 
nervous anxiety. 

Physical examination. On physical examina- 
tion he appeared to be in good general health. 
His breathing was normal. The reflexes were 
normal, There was no arcus senilis or thyroid 
gland enlargement. The teeth were in fair con- 
dition. The tonsils were small and reddened. 
No abnormal pulse was visible in the neck. The 
heart was at the outer edge of normal in size. 
The sounds were short but otherwise normal. 
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There were no murmurs. The heart rhythm was 
normal. There was no precordial tenderness. 
The pulse was normal. The artery walls were 
soft. The lungs were clear. The abdomen was 
soft. The liver and spleen were not felt. There 
was no dependent edema or ciubbing of the fin- 
gers. Pulse rate 96. Blood pressure 165/85. He 
was nervous at the time. 

An electrocardiogram showed sino-auricular 
tachycardia, rate 120. It was taken when he 
first came to the office and he was more nervous 
than later. As a rule we find tachycardia when 
the electrocardiogram is first taken. There was 
a slight tendency toward low voltage. That is 
not remarkable. There were rather low T waves, 
not strikingly abnormal. 

Fluoroscopic examination by myself showed 
a full sized heart, just at the edge of normal. 
The measurements were 11.5 centimeters for the 
transverse diameter of the heart and 23.5 for 
the internal diameter of the thorax. The heart 
was active, showed visible pulsation. The lungs 
were questionably normal. The pulmonary ar- 
teries showed slight increase of prominence, but 
there were not many variations from the nor- 
mal. 

I thought then that he had no serious heart 
disease, a normal irritable heart, with a ques- 
tion of neurocirculatory asthenia, a question 
of paroxysmal tachycardia, a question of pul- 
monary embolism and a question of coronary 
thrombosis. I thought his prognosis would be 
good. Seven days later, however, his brother- 
in-law called me and said the patient had died 
suddenly that morning. My first thought then 
was that I certainly had missed serious coro- 
nary disease, but a bit later I found that the 
final illness was one of six or eight hours, con- 
sisting of collapse and a state of shock, and then 
I was not so sure. 

Postmortem examination was asked for and 
at first refused, but at the time one of the 
doctors who was taking a graduate course with 
us suggested that if this were pulmonary em- 
bolism related to his leg injury in playing ten- 
nis it might be considered an accident and there- 
fore might entitle him to more insurance. There- 
fore I wrote that to the patient’s doctor, and 
the family then agreed to the postmortem ex- 
amination. The body was exhumed. 


CLINICAL DIAGNOSES 


Possible coronary disease. 
Possible recent pleurisy or pulmonary em- 
bolism. 


ANATOMIC DIAGNOSES 


Pulmonary embolism. 
Infarets of the lung. 
Hypertrophy of the right heart, slight. 


PATHOLOGIC DISCUSSION 
Dr. Tracy B. Matuory: Dr. Castleman went 
down to Connecticut to examine this exhumed 
body and he will tell you what he found. 





Dr. BENJAMIN CASTLEMAN: The body was 
in good condition. It was well embalmed. 

On opening the chest cavity the heart did not 
appear very much enlarged. The right heart 
appeared slightly thicker than normal, measur- 
ing 6 millimeters. We did not find anything 
wrong with the coronary vessels. There was no 
infarction of the myocardium anywhere. 

On examining the lungs we noticed that on 
the left side there were fairly definite firm areas 
on the periphery, and when cut into. they ap- 
peared to be typical infarcts. Although the em- 
balming fluid had caused the whole lung to be 
fairly firm, these infarcted areas were much 
firmer, and on cutting deeper we found the pul- 
monary vessel to this area completely throm- 
bosed. There were two or three infarcts on the 
left side which were larger and also one which 
stands out here quite definitely on the right. 

We did not have permission to examine the 
leg which he was said to have sprained, so we 
do not know whether there were any thrombi - 
there or not. We merely examined the chest. 

Dr. Ricnarp C. Cazot: What do you think 
the old-fashioned stomach ache was? 

Dr. WHITE: I suppose that was the point of 
first location of the pain associated with the 
pulmonary embolism, the first attack. I believe 
that all of his attacks were embolic, one after 
another, and that one finally killed him. 

Dr. Casot: Are you accustomed to find pul- 
monary embolism pains at that point? 

Dr. WuITE: No, but I think we may find any 
pain due to disease in the chest start low down 
in the epigastrium and radiate upward. Such a 
story is not uncommon in angina pectoris. I 
do not see many eases of pulmonary embolism 
and I do not know how often such a distribution 
of pain may occur in such eases. 

A Puysictan: Might the pain have been 
caused by diaphragmatic pleurisy in this ease? 

Dr. Mautory: We had recently a case of in- 
farction of a lower lobe of the lung causing 
diaphragmatic pleurisy with such intense ab- 
dominal pain that an exploratory operation was 
done for acute pancreatitis. 

Dr. WuitEe: And pain in the chest? 

Dr. Matiory: Not so far as I can remember. 

Dr. WuiTE: This case was of interest to us 
because of a study we have been making of a 
group of cases in which the differential diag- 
nosis between coronary thrombosis and pulmo- 
nary embolism has been rather difficult in severe 
cases of pulmonary embolism with dilatation of 
the right heart. This patient came along as we 
were studying some hospital cases. We were not 
fortunate enough to see him during the acute 
process ; otherwise we might have found some of 
the signs and symptoms. 

A Puysictan: An x-ray film might have been 
of some assistance. 

Dr. WuHiTE: Yes; and possibly an electro- 
cardiogram; but we have not gone far enough 
yet to be sure. 
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THE REPORT OF THE SPECIAL INDUS- 
TRIAL DISEASE COMMISSION 


THIS commission has operated under Chapter 
43, Resolves of 1933 of the Massachusetts Leg- 
islature. The report sets forth the findings of 
the studies conducted by this body covering 
working conditions in the granite and foundry 
industries, the effect of their conditions on the 
health of workers, the means of lessening dust 
exposure, and the legislative and administrative 
aspects of the occupational disease problems. 


Fifteen granite and foundry establishments 
were visited and studied where 2,100 granite, 
and 6,700 foundry workers, were employed. The 
nature of the work in these industries is fully 
explained in the text of the report, and illustra- 
tions and charts convey information which aug- 
ments that embodied in the text. 


As a result of the work done by this commis- 
sion, a series of recommendations is included in 
the report which sets forth preventive regula- 
tions, various amendments to present laws re- 
lating to insurance of workmen, physical exami- 
nations of the employees, compensation for dis- 





ability, protective regulations, the computation 
of insurance premiums, the creation of a Divi- 
sion of Occupational Hygiene in the Depart- 
ment of Labor and Industries, a Division of 
Adult Hygiene in the Department of Public 
Health, and a Medical Board of Review, whose 
duties shall be to review, on request by the In- 
dustrial Accident Board, reports and findings 
of the Department of Publie Health furnished 
with respect to compensation cases and find- 
ings of physical fitness made by the Depart- 
ment of Public Health. 

This board, if the recommendations are adopt- 
ed, may hold hearings and render decisions. 

It is provided in the recommendations that this 
Medical Board of Review shall be composed of 
a clinical pathologist, a roentgenologist, and a 
specialist in diseases of the chest, to be paid on 
a per diem basis. 

Drafts of fourteen special acts appear at the 
end of the report. These are designed to make 
workable the recommendations of the Special In- 
dustrial Disease Commission. 

This report is of especial interest to physi- 
cians who may be ealled to care for the granite 
and foundry workers and should be studied by 
the Committee on State and National Legisla- 
tion of the Massachusetts Medical Society, be- 
cause it includes important health measures and 
economic problems. 

Under the initiation of Dr. Robey, President 
of the Massachusetts Medical Society, confer- 
ences have been held with such persons and 
groups as have indicated interest in the report. 





PRESIDENT ELIOT’S RELATIONS TO 
MEDICINE 


None but a comparatively small number of 
physicians in active life know of the influence 
exerted on medical education by Charles W. 
Eliot, except as one may have been interested 
in the history of his life and his accomplish- 
ments in the graduate schools as well as the 
University. The recital by Dr. Walter B. Can- 
non in this issue*, of those years of devotion 
to the Harvard Medical School will be enjoyed 
by those who knew of the difficulties encountered 
when the then young president carried through 
his plans for an improved medical curriculum 
over the opposition of some of the members of 
the faculty. 

Dr. Eliot was especially concerned in the 
training of doctors, and repeatedly urged larger 
classes for the medical school in order to supply 
a greater number of well-qualified physicians, 
thereby gradually displacing the irregulars who 
formerly constituted a large proportion of prac- 
titioners throughout the state. 

He lived to see medical education largely re- 
constructed and codrdinated with the sciences 
which play so large a part in dealing with ill- 
ness. 

His interest in medicine was not confined to 

*Page 730. 
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the medical school, for on several occasions he 
responded to appeals for his assistance at hear- 
ings before legislative committees when matters 
of public health were under consideration. On 
many oecasions he was the leading speaker at 
the annual banquets of the Massachusetts Medi- 
cal Society, and gave substantial and important 
advice to the doctors, often with pointed ref- 
erences to their deficiencies. 

All who are interested in medical education, 
and especially President Eliot’s relation thereto, 
may read the oration of Dr. Cannon with profit. 





HOUSE BILL 1305 


Tus bill was designed to authorize the Uni- 
versity of Massachusetts to grant the degree 
of Bachelor of Science. It passed the House 
and Senate by a large majority. His Excel- 
lency, Governor Joseph B. Ely, vetoed the bill 
when it was sent to him, and his veto was sus- 
tained by roll call vote of 55 to 151 in the 
House. Webster’s dictionary defines Univer- 
sity as ‘‘An institution organized for teaching 
and study in the higher branches of learning 
and empowered to confer degrees in special de- 
partments’’, ete. 

This so-called University was given a charter 
by the Commonwealth of Massachusetts, and, by 
reason of the title given to the University, it 
has been supposed by some to be a state institu- 
tion. On the title page of a recent pamphlet 
the following words appear: ‘‘University of 
Massachusetts Middlesex College of Medicine 
and Surgery Affiliated.’’ 

Frank L. Whipple, A.M., M.D. is recorded in 
this pamphlet as President of the University 
and Dean of the Faculty of Medicine. The 
major purpose of this publication seems to be 
to set forth the purposes and methods of the 
Middlesex College of Medicine and Surgery, one 
of which, on the inside page of the cover, ap- 
pears to be to provide instruction for ‘‘poor but 
worthy students’’. 

If the power to confer the degree of Bachelor 
of Science had been given to the University of 
Massachusetts it would have been construed as 
an indorsement by the State of Massachusetts, 
and would have been of advantage to the Medi- 
eal School. 

Governor Ely does not seem to feel that the 
’ University of Massachusetts is entitled to an 
extension of its powers. 





THIS WEEK’S ISSUE 


DAMESHEK, WitutAM. M.D. Harvard Uni- 
versity Medical School 1923. Associate Physi- 
cian, Beth Israel Hospital. Physician, Boston 
Dispensary. Physician to the Blood Clinics of 
the Beth Israel Hospital and Boston Dispensary. 
Physician, Research Division, Boston State Hos- 





pital. Instruetor in Medicine, Tufts College 
Medical School. Address: 371 Commonwealth 
Avenue, Boston, Massachusetts. Associated with 
him is 

Berun, Davin D. M.D. Tufts College Medi- 
eal School 1923. F.A.C.S. Surgeon to Thyroid 
Clinic, Beth Israel Hospital. Assistant to Visit- 
ing Surgeons, Boston City Hospital. Assistant 
Professor of Anatomy, Tufts College Medical 
School. Address: 68 Bay State Road, Boston, 
Massachusetts. And 

BuumeGart, Herrman L. B.S., M.D. Harvard 
University Medical School 1921. Visiting Physi- 
cian, Beth Israel Hospital: Associate Professor 
of Medicine, Harvard University Medical School. 
Director of Medical Research, Beth Israel Hos- 
pital. Address: 330 Brookline Avenue, Bos- 
ton, Massachusetts. Their subject is ‘‘Complete 
Ablation of the Thyroid Gland in a Case of 
Chronie Lymphatic Leukemia with Hyper- 
metabolism.’’ Page 723. 


CANNON, WALTER B. A.M,, 8.D., LL.D., M.D. 
Harvard University Medical School 1900. 
George Higginson Professor of Physiology, Har- 
vard University Medical School. His subject is 
‘*President Eliot’s Relations to Medicine.’’ 
Page 730. Address: Harvard University Medi- 
eal School, Boston, Massachusetts. 


Warren, Suretps. A.B., M.D. Harvard Uni- 
versity Medical School 1923. Pathologist, New 
England Deaconess, Huntington Memorial, 
Pondville State, New England Baptist and Rob- 
ert B. Brigham Hospitals. Consulting Pathol- 


ogist, House of the Good Samaritan. Director, 
State Tumor Diagnosis Service. Instructor in 
Pathology, Harvard Medical School. Address: 


195 Pilgrim Road, Boston, Massachusetts. <As- 
sociated with him is 

CANAVAN, Myrte.tE M, M.D. Woman’s Med- 
ical College of Pennsylvania 1905. Formerly 
Pathologist, Department of Mental Diseases. 
Curator, Warren Anatomical Museum, Harvard 
University Medieal School. Address: 25 Shat- 
tuek Street, Boston, Massachusetts. Their sub- 
ject is ‘‘Frequeney of Cancer in the Insane.’’ 
Page 739. 


Evans, WinuiAmM A. Jr. A.B., M.D. Johns 
Hopkins University School of Medicine 1930. 
House Officer, Peter Bent Brigham Hospital. 
Voluntary Assistant, Medical Clinic, Univer- 
sity of Wiirzburg. Research Fellow in Medi- 
eine, Harvard University Medical School. His 
subject is ‘‘The Common Nature of Peptie Ul- 
eer and Colitis.”’ Page 743. Address: 460 
Vanderbilt Hall, Harvard Medical School, Bos- 
ton, Massachusetts. 


Kann, Eveen. M.D. Universitit Munchen 


Medizinische Fakultat, Munich, Bavaria 1911. 
Professor of Psychiatry, Yale University School 
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of Medicine. Address: 333 Cedar Street, New 
Haven, Connecticut. Associated with him is 
Couen, Louis H. Ph.D., M.D. Yale Univer- 
sity School of Medicine 1931. National Research 
Council Fellow in Medicine, Yale University 
School of Medicine. Formerly, Assistant, De- 
partment of Psychiatry, Yale University School 
of Medicine. Address: Yale University School 
of Medicine, New Haven, Connecticut. Their 
subject is ‘‘Organie Drivenness. A Brain-Stem 
Syndrome and an Experience.’’ Page 748. 


Tow Le, Harvey P. A.B., M.D. Harvard Uni- 
versity Medical School 1892. Consultant in 
Dermatology, Massachusetts General Hospital. 
Address: 453 Marlborough Street, Boston, 
Massachusetts. Associated with him is 

Grunp, Jacop L. M.D. Harvard University 
Medical School 1921. Assistant Dermatologist, 
Department of Dermatology and Syphilology, 
Massachusetts Memorial Hospitals. Instructor 
in Dermatology and Syphilology, Boston Univer- 
sity Medieal School. Address: 483 Beacon 
Street, Boston, Massachusetts. Their subject is 
‘*Progress in Dermatology.’’ Page 756. 


or 


MISCELLANY 





MAKE MOTHER’S DAY MEAN A BETTER 
CHANCE FOR MOTHERS EVERYWHERE 


An important step forward in the effort to save 
mothers’ lives will be taken in 1934. Mother’s Day 
—May 13—is to be observed throughout the coun- 
try by local groups determined to know precisely 
what their own maternity facilities are; how they 
can be improved; how to improve them. 

Wherever surveys have been conducted the same 
conclusion has been drawn—that iwo-thirds of the 
women who die, die needlessly. In various places 
there may be fractional differences in this percent- 
age, but they are of slight significance. 

Merely deploring this condition will not change 
it. Wishing will not change it. An effort every- 
where is needed by parents, physicians and nurses, 
first, to know precisely the facilities of their own 
communities, and secondly, to make these facilities 
measure up to the standards of adequate care. Clubs 
and civic organizations can provide the machinery 
for codrdinating such an effort. 

Forms for making local surveys to appraise what 
exists and suggest improvements, are available on 
application to the Maternity Center Association. 
Every local club or group sending in a form will 
receive free, a copy of the “Maternity Handbook”’ 
by Anne A. Stevens. The three clubs sending in 
the best appraisals will be sent a complete maternity 
display equipment, which may be used to teach ma- 
ternity hygiene to mothers. The display includes 
mother’s clothes, baby’s clothes, toilet trays—every- 
thing that is needed. 


The contest closes May 1. Awards will be made 
in time for announcement on Mother’s Day. 

Valuable knowledge has been obtained by studies 
of maternal facilities in several places in the United 
States. One of the most interesting of these was 
conducted by the Children’s Bureau. 

In fifteen states, the Children’s Bureau investigated 
a total of 7,380 deaths from causes connected with 
maternity. Interviews with attendants were con- 
ducted by physicians on the staffs of the State 
Boards of Health or the Children’s Bureau. In each 
state the study was. made at the request of the 
State Medical Society. The attending physician or 
midwife was visited as soon as possible after the 
death, and in hospital cases, the hospital was visited. 

Among the facts found were these: 

Nine per cent of the women had received no medi- 
cal supervision at all, or only when dying. 

Only 54 per cent had any prenatal care whatever, 
24 per cent received poor care, and only 13 per cent 
had good care beginning not later than the fifth 
month. 

More than haif the women had some operative 
procedure; of these 43 per cent were women whom 
the doctor had not seen before labor or before the 
acute emergency. In 11 per cent of the cases there 
had been a cesarean section. 

The rate was higher for urban than for rural sec- 
tions, being 7.5 per thousand live births and 5.5, re- 
spectively. 

A study of your own community will disclose 
facts more specific than these, and indicate definitely 
just what is needed among your own people to help 
save mothers’ lives. 





APPOINTMENTS IN THE FACULTY OF BOSTON 
UNIVERSITY MEDICAL SCHOOL 


Dr. Winfred Overholser, Assistant Commissioner 
of Mental Diseases in Massachusetts, and president 
of the Massachusetts Psychiatric Society, has been 
appointed to the position of Professor of Psychiatry 
in the Medical School of Boston University. 

Dr. Louis G. Howard has been advanced to the 
position of Professor of Orthopaedic and Fracture 
Surgery, and Dr. Rudolph Jacoby to Professor of 
Dermatology and Syphilology. 

Dr. Otto J. Hermann, Boston, has been appointed 
Associate Professor of Orthopaedic and Fracture 
Surgery. 

The list of assistants includes Dr. Phillips Boyd, 
Boston, in Surgery; Dr. Bert B. Hershenson, Brook- 
line, Gynaecology; Dr. Anna M. Allen, Boston, 
Neuropathology; Dr. Jose P. Bill, Wayland, Public 
Health; Dr. Ralph M. Chambers, Taunton, Clinical 
Psychiatry; Dr. I. William Freeman, Worcester, 
Pathology; and Dr. Joseph M. Hussey, Wollaston, 
Pathology. 

Dr. Charles Bradford of Boston has been appoint- 
ed Fellow in Surgery. 
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AN ADDRESS BY DR. PHANEUF 


Dr. Louis E. Phaneuf addressed the Buffalo Acad- 
emy of Medicine, March 21, on The Management of 
Uterine Prolapse. 





DR. F. M. SHOCKLEY GOES TO STAMFORD HALL 


Dr. Francis M. Shockley, of New York City and 
Orange, New Jersey, has been appointed Senior As- 
sistant Physician at Stamford Hall Sanitarium, Stam- 
ford, Connecticut. 





THE APPOINTMENT OF DR. GUY C. RANDALL 


Dr. Guy C. Randall has been appointed to the po- 
sition of assistant superintendent of the Northamp- 
ton State Hospital. 

He has been serving on the staff of the Danvers 
State Hospital. 





MORTALITY RATES 


Telegraphic returns from 86 cities, with a total 
population of thirty-seven millions for the week 
ending March 17, indicate a mortality rate of 12.6 
as against a rate of 12.1 for the corresponding week 
of last year. The highest rate (21.6) appears for 
Washington, D.C., and the lowest (6.5) for New 
Bedford, Mass. The highest infant mortality rate 
(19.3) appears for Duluth, Minn., and the lowest for 
Evansville, Ind., Fall River, Mass., Fort Wayne, 
Ind., Grand Rapids, Mich., Long Beach, Cailif., 
Lowell, Mass., Miami, Fla., and South Bend, Ind., 
which reported no infant mortality. 

The annual rate for 86 cities is 12.7 for the eleven 
weeks of 1934, as against a rate of 12.4 for the cor- 
responding period of the previous year. 

The rate in January was well below that of Jan- 
uary, 1933. The higher average is due to the deaths 
in February and March, 1934. Deaths from auto- 
mobile accidents are, thus far, much higher than was 
the case last year.—Bulletin of Department of Com- 
merce. 





FEDERATION OF AMERICAN SOCIETIES 
FOR EXPERIMENTAL BIOLOGY 


The Boston University School of Medicine was 
represented at the Federation of American Societies 
for Experimental Biology, recently held in New 
’ York City, by Dr. Walter L. Mendenhall, Dr. Fred- 
erick F. Yonkman, Dr. Allan Winter Rowe, Dr. 
David L. Belding, Dr. Frederick H. Pratt, Dr. Carolyn 


tum Suden and Miss Marion A. Reid. 
oo 


MASSACHUSETTS LEGISLATIVE 
NOTES 





PAROCHIALISM AGAIN 


At the hearing before the Legislative Committee 
on Public Health on House Bill 755, Section 2, intro- 





duced by Mr. Dever of Cambridge, on petition of 
C. Ruggles Smith, Registrar of the Middlesex College 
of Medicine and Surgery, there was attacked a pro- 
vision of the Massachusetts statute (Section 2A, 
Chapter 112, General Laws) which has generally 
been regarded as a distinct advance in medical legis- 
lation in recent years. This Section permits the 
Board to accept (at its discretion) the examination 
of the National Board of Medical Examiners in lieu 
of its own examination. The same persons who 
opposed the giving of the discretionary power of 
approval of medical schools to the Massachusetts 
Board (House Bill 118) on the ground that “they 
knew so little about medical education”, being by 
statute physicians who were not connected with a 
medical school, looked with disfavor on Section 2A, 
because the Examiners of the National Board are 
connected with medical schools. As the examina- 
tions of the National Board are accepted in over 
forty states, this recrudescence of narrow partisan- 
ship and parochialism is especially to be deplored 
as it may so easily become vicious. 

An extended account of the hearing will appear 
in a later issue of the Journal. 


<i 
<p 


CORRESPONDENCE 








SMALLPOX AND SUPPRESSION OF FACTS 


March 30, 1934. 
Editor, New England Journal of Medicine, 

The following is from The Propaganda Menace by 
Frederick E. Lumley, The Century Company, New 
York, 1933. The author quotes from E. L. Clarke, 
The Art of Straight Living, 1929. The quotation is 
as follows: 


“SMALL-Pox, THE PRESS AND THE ADVERTISING 
MERCHANT” 


“Early in the summer of 1924 a case of black 
small-pox of a particularly virulent form was dis- 
covered in a large city of the North West. A news- 
paper reporter at once interviewed the municipal 
health commissioner. The latter declared that the 
matter should be given wide publicity with a warning 
that only prompt vaccination of the thousands of 
unprotected persons could avert an epidemic. The 
reporter wrote an appropriate story on the subject. 
It was referred to the advertising department of his 
paper, which, in turn, submitted it to a group of 
retail merchants. At once three of the heaviest ad- 
vertisers in the paper threatened to withdraw their 
advertising if the story were published. They felt 
it might hurt business! , 


“The story was not published, either by that paper 
or by any of its competitors. Business was protect- 


ed, temporarily, but the epidemic came, and before 
a year had passed there were fourteen hundred 
cases and three hundred and fifty deaths from small- 
pox in that city!” Respectfully yours, 

Wan. Pearce Cougs, M.D. 











VOL. .- 210 EDITORIAL DEPARTMENT 775 


NO. 14 





RECENT DEATHS 


MAHONEY—StTEPHEN ANDREW MAHONEY, 8r., M.D., 
of 628 Dwight Street, Holyoke, Massachusetts, with 
an office at 630 Dwight Street, died at his home, 
March 30, 1934, of a heart attack. 

He was born in North Brookfield in 1863, the son 
of Jeremiah and Mary A. (Healey) Mahoney. His 
premedical education was acquired in the public 
schools of Gloucester and Holy Cross College where 
he was given the degree of Bachelor of Arts. His 
medical degree was conferred by the Harvard Medi- 
cai School in 1889. After an internship at the Bos- 
ton City Hospital he began practice in Holyoke, and 
in 1892 he was appointed city physician and a mem: 
ber of the board of health survey until 1894. 

After a few years of general practice he devoted 
his major interest to surgery, and in later years re- 
stricted his work to this specialty. 

Dr. Mahoney was surgeon on the staffs of the 
Holyoke City and the Providence Hospitals. 


He joined the Massachusetts Medical Society in 
1888, was a member of the Council for many years, 
and was a Fellow of the American Medical Associa- 
tion. He was a member of the New England Sur- 
gical Society. His interest in civic organizations was 
marked by devotion to the affairs of Holyoke as 
shown by the positions of bank president and 
president of a municipally owned railroad. 

He is survived by his widow, Mrs. Caroline L. 
(Munn) Mahoney; two sons, Stephen A. Mahoney, 
Jr., who was associated with his father; Dr. Edwin 
M. Mahoney, now associated with the staff of 
Bellevue Hospital, New York City; one daughter, 
Mrs. Charles R. O’Neill of Holyoke; and a sister, 
Katherine A. Mahoney, principal of the Kirtland 
School. 








MAHONEY—Epwarp JOSEPH MAHONEY, M.D., of 
73 Chestnut Street, Springfield, Massachusetts, died 
in that city, March 26, 1934, after a long illness fol- 
lowing a sunstroke six years ago suffered while 
playing golf in Nassau, Bahamas. 


He was born in Holyoke on January 22, 1869, 
the son of William and Catherine (Kelley) Mahoney. 
He was educated in the schools of his native city, 
graduating from the High School. In 1892 he re- 
ceived his A.B. degree from Holy Cross College, 
his M.A. degree from Georgetown in 1893, and his 
M.D. degree from Georgetown University School of 
Medicine in 1895. His record in the several educa- 
tional institutions was exceptionally high, and was 
recognized by Holy Cross by the award of the Flat- 
ley Gold Medal for his work in rational philosophy. 

After leaving Georgetown, he spent two years in 
the study of medicine in Europe, and returned to 
Holyoke to practice medicine in 1897. He moved 
to Springfield in 1910, and was given the position of 
head of the reorganized staff at Mercy Hospital. 
Dr. Mahoney was appointed Medical Examiner in 
April, 1914, for the Springfield district, but resigned 
this office after about five years because of the de- 





mands of a large practice. He joined the Massachu- 
setts Medical Society and was a member of the 
American College of Surgeons, the New England 
Surgical Society, and the Springfield Academy of 
Medicine. He was a Fellow of the American Medi- 
cal Association until he gave up active practice. He 
was a member of social and civic organizations. 

He is survived by a brother, Patrick Mahoney, 
and several nieces and nephews. 





HILL — Ernest L. Hitt, M.D., of Framingham, 
died on April 1 at his home, at the age of 56. Born 
in Athol, he attended the schools of that town and 
Concord, New Hampshire, was graduated from 
Dartmouth College and from Dartmouth Medical 
School in 1902. 

After a service at the Boston City Hospital he 
practiced in Millis for sixteen years, removing to 
Framingham fifteen years ago. 

Dr. Hill was a member of the Alpha lodge of 
Masons, and the Framingham lodge of Elks. He is 
survived by his widow, his mother, a son and a 


daughter. 
2 


NOTICES 


TO ALL PERSONS INTERESTED IN THE PAY- 
MENT OF VOUCHERS FOR MEDICAL SERV- 
ICES RENDERED TO INJURED CIVIL WORKS 
ADMINISTRATION EMPLOYEES: 


A certain amount of delay in the settlement of 
vouchers for medical services rendered injured em- 
ployees of the Civil Works Administration is un- 
avoidable. Legislation extending compensation ben- 
efits to these employees was not approved until Feb- 
ruary 15, 1934, and the Commission has had to 
engage personnel and set up its organization to 
handle the large volume of additional work which 
is involved in the settlement of claims arising out 
of Civil Works employment. 

Before approving vouchers for medical services, it 
is necessary for the Commission to have received 
from the local Civil Works Administrators complete 
reports relating to the injury of the employee con- 
cerned. Since the entire work program was organ- 
ized very quickly, some localities were slow in set- 
ting up the necessary local administration to take 
care of injury reports, and due to unfamiliarity of 
the personnel with the requirements and procedure, 
many reports of injury have been incorrectly filed, 
necessitating correspondence to obtain the informa- 
tion which was lacking. 

In view of the problem presented, the Commission 
bespeaks the patience of physicians and others who 
have bills for medical services pending. Every pos- 
sible effort is being made by the Commission to 
speed up the work of examining and certifying these 
claims for payment, and it is believed that within a 
short time considerable progress will be made in 
further expediting these payments. 

U. S. EmMpLoyeres’ COMPENSATION COMMISSION. 
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PHYSICIANS’ ART EXHIBIT 


The Art and Craft Exhibit of the Physicians’ Art 
Society is to be held at the Boston Medical Library 
beginning April 23 and extending through May 5. 

Physicians, dentists, hospital internes and medical 
students are eligible and should make application 
immediately to James F. Ballard at 8 The Fenway, 
Boston, Mass. 

All forms of creative and applied art as well as 
artistic crafts will be considered by the Committee 
on Exhibits. 

Selections from the April exhibit will be shown in 
October during the meeting of the American Col- 
lege of Surgeons. 

The entry fee of $4.00 for each exhibitor will in- 
clude membership in the Physicians’ Art Society, 
as well as the fees for both the April and October 
exhibits. 

The Committee on Exhibits consists of Drs. L. W. 
Hill, Eli Romberg, S. H. Sturgis, G. W. Taylor, 
S. C. Wiggin and J. D. Barney, President, and Mr. 
James F. Ballard, Secretary, ex-officiis. 

REPORTS AND NOTICES 
OF MEETINGS 








NEW ENGLAND HEART ASSOCIATION 

A meeting of the New England Heart Association 
was held in the amphitheatre of the Children’s 
Hospital on February 26. Drs. Paul Emerson and 
Hyman Green presided. 

Dr. Green first presented for diagnosis three 
cases of congenital heart disease as they appeared 
during life, and then, to point out the great difficulty 
often encountered in making a correct diagnosis in 
these instances in children and infants, gave the 
findings after death. The first patient at autopsy 
showed the following anomalies: absent interven- 
tricular septum, defective auricular septum, a fora- 
men ovale four millimeters in diameter, an absent 
superior vena cava, atresia of the pulmonary artery, 
an absent spleen and situs inversus of the remain- 
ing abdominal viscera. The second case at post- 
mortem showed an idiopathic hypertrophy, with a 
small patent foramen ovale. The third patient had 
a small patent foramen ovale, a patent ductus ar- 
teriosus, and a coarctation of the aorta of the infan- 
tile type. 

Drs. Green and Emerson next proceeded with 
a classification of the 74 cases of congenital heart 

disease seen in the wards of the Children’s Hospital 
\ in the last five years. All but six cases had either 
(1) septal defects, one or more in various com- 
binations (open foramen ovale, a defect in the in- 
terventricular septum, or a patent ductus arteriosus), 

or (2) septal defects, one or more, with other cardiac 
defects. The six cases without septal defects were 
coarctation, one; idiopathic hypertrophy, two; pul- 
monary stenosis, one; auriculoventricular defects, 

two. Tabulated, the cases have been as follows: 

one septal defect, five cases; two septal defects, 

seven cases; three septal defects, seven cases; sep- 








tal defects and coarctation of the aorta, eighteen 
cases; tetralogy of Fallot, five cases; septal defects 
and pulmonary stenosis or atresia, five cases; septal 
defects and transposition, eight cases; septal defects 
and aortic stenosis or atresia, with or without mitral 
stenosis, four cases; septal defects and defects of 
auriculoventricular valves, seven cases; tetralogy 
of Eisenmenger, one case; idiopathic hypertrophy, 
six cases; and microcardia, one case. 

Dr. Maude Abbott of Montreal spoke briefly on the 
subject introduced by the two previous speakers. 
In her experience the correct diagnosis of congenital 
heart disease in infants under eight months of age 
is very difficult. A basal interauricular defect has 
been the most common cardiac finding in mongoloids 
in her series. ; 

Dr. L. K. Diamond spoke briefly on cardiac findings 
in, severe anemia. Out of a total of 200 patients with 
severe anemia (R.B.C. less than three million, hemo- 
globin less than 50 per cent) 40 of the children had 
a questionable cardiac thrill, a loud murmur, and 
enlargement. There were definite thrills in eight 
patients, diastolic murmurs in five. In 35 of the 40 
cases, the cardiac findings disappeared after re- 
covery from the anemia. Five cases could not be 
followed up later. Dr. Diamond cautioned in clos- 
ing that in the presence of a severe anemia or with 
a history of recent severe anemia the diagnosis of 
congenital heart disease, based on thrills, murmurs, 
or enlargements, should be made with reservation. 
Dr. Paul White concluded the meeting with a brief 
discussion of the problem of congenital heart dis- 
ease, and noted the greater ease in diagnosis when 
we are dealing with adults with congenital cardiac 
defects. He summarized the findings in 15 cases of 
congenital heart disease seen at the Massachusetts 
General Hospital. 





BOSTON ORTHOPEDIC CLUB 


A meeting of the Boston Orthopedic Club was held 
on Monday, February 12, 1934, with a clinical pro- 
gram at the Children’s Hospital in the afternoon and 
a paper in the evening at the Harvard Medical 
School. “Changes in the Head and Neck of the 
Femur Due to Traumatic and Vascular Disturb- 
ances” was the subject of the symposium, led by 
Dr. Dallas B. Phemister, Professor of Surgery, Uni- 
versity of Chicago. 

At the afternoon session a series of cases was 
presented and the discussion headed by Dr. Phemis- 
ter. Dr. William Green first showed several in- 
stances of good results obtained with conservative 
treatment of slipped femoral epiphyses. Dr. Philip 
Wilson then presented a case of aseptic necrosis in- 
volving the head of the femur following dislocation 
and another following reduction of a slipped capital 
epiphysis. Dr. M. N. Smith-Petersen reviewed a 
case of fractured neck of the femur followed by non- 
union with necrotic head in which he had obtained 
union, and Dr. Arthur Legg spoke briefly about the 
epiphyseal changes in coxa plana. Dr. Frederick 
Cotton followed with further case reviews and dis- 
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cussion, elaborating the subject of the symposium. 
Dr. Frank Ober reviewed the afternoon’s work. 


Dr. Phemister presented his paper in the evening. 
This dealt primarily with a demonstration of the 
radiographic changes observed over a period of 
time following fractures of the neck of the femur. 
Dr. Phemister’s interpretations of the change in 
radiographic appearance were controlled in each 
case by photographic and histological examination of 
the diseased bone, where removed by operation. 

Dr. Phemister thought that a knowledge of the 
normal blood supply to the head and neck was the 
first prerequisite to understanding the mechanism of 
these changes. The anterior and posterior cervical 
vessels are said to supply the neck and possibly the 
head. There is some disagreement about the func- 
tion of the vessels of the round ligament. It is 
thought that the inferior cervical artery supplies the 
medial side of the head, and the superior cervical 
the lateral side of the head. Nussbaum disagrees 
that these vessels ever perforate the epiphyseal line 
but Dr. Phemister thought that they probably did 
after fusion of the head and neck. The speaker 
showed slides of injected specimens to demonstrate 
this point. The capsule is also important in pri- 
mary and collateral circulation. He stated that in- 
terference with the blood supply resulted in an 
aseptic necrosis of the bone, and later proceeded to 
show the x-ray evidence of this process, as well as 
other pathological changes which follow. 

There are four possible results in the femoral head 
from fracture of the neck of the femur: (1) a live 
head with union of the fracture, (2) a live head 
with non-union of the fracture, (3) a dead head with 
union of the fracture, (4) a dead head with non- 
union of the fracture. In Dr. Phemister’s experience 
he had treated 17 such fractures. Of these, 14 re- 
sulted in dead heads and only three in live heads. 
His work was based on a study both from the stand- 
point of x-ray and the pathological specimens of 49 
fractures. Of these cases the results were 17 live 
heads, 8 with union, and 9 with non-union; 32 dead 
heads, 4 with union, and 28 with non-union. 

The pathological changes occurring at the site of 
fracture consist of necrosis of the cells of the frac- 
ture margins as a result of the friction of the un- 
fixed fragments. After erosion, bony union occurs by 
a creeping replacement of dead bone along the frac- 
ture margins by fibroblastic osteogenic tissue. In- 
ternal callus completes the union of the fracture. 

Where all tissues remain alive the x-ray shows a 
regional atrophy with no variation between the ap- 
pearance of the head and that of the pelvis. The 
cartilage, if undamaged, remains intact and the 
joint space unchanged. Where union is complete 
the functional result of the hip is good. Dr. Phem- 
ister thought that the most important point in se- 
curing union was in firm fixation of the fragments. 
Thus impacted fractures do well and are not ob- 
served to go through the process of necrosis and 
‘creeping replacement observed in other fractures. 





The changes to be found by x-ray in the four pos- 
sible results of fracture of the neck were shown by 
lantern slides. In each different case the interpreta- 
tion was checked by the demonstration slides of the 
pathological specimens, where removed: (1) Live 
head with union. The density of the head was 
shown not to vary from that of regional atrophy 
demonstrable in the adjacent pelvis. (2) Live head 
with non-union. Generalized atrophy with the densi- 
ty of the head not different than the pelvis. (3) 
Dead head with non-union. The head having no 
blood supply retains its bony trabeculae and does 
not change in-appearance, while the pelvis and neck 
become gradually less dense by comparison because 
of natural regional atrophy. Nature now attempts 
to repair the dead head by sending in blood vessels 
and connective tissue from remaining attachments 
such as round ligament and capsule. This in turn is 
followed by bone marrow and hemopoietic marrow. 
This creeping replacement is demonstrable in the 
x-ray by a gradual decrease in density spreading out 
from the available sources of blood supply to the 
dead head. The point of weight bearing is the last 
to show this replacement process. The cartilage 
remains intact for one to two years and then may 
break down. (4) Dead head with union. The x-ray 
over a period of time shows the same gradual creep- 
ing replacement. In such cases care must be exer- 
cised to delay weight bearing as this may break 
down the head after repair is apparently complete. 


Dr. Phemister showed a few results of other types 
of less common fractures. In a fracture of the base 
the head died because the blood supply by way of 
the round ligament was thought to be insufficient. 
In a fracture of the greater trochanter there was 
death of the part of the head thought to be supplied 
by the posterior cervical artery. <A dislocation of 
the hip without fracture was followed in one and a 
half years by creeping necrosis of the head probably 
because the round ligament had been torn and col- 
lateral circulation: was insufficient to support the 
head. 

In all of his work Dr. Phemister thought that it 
was evident that the preservation, or loss of blood 
supply, was the major factor in changes in the head 
of the femur. Yet in children there sometimes oc- 
curs aseptic necrosis without history of trauma. 
Then, too, the condition known as Legg-Perthes’ 
disease was difficult to understand. 


Discussion was opened by Dr. Brackett who sug- 
gested that longer immobilization of such fractures 
was a desirable procedure in treatment. Dr. Cot- 
ton remarked that dead heads with union deserved 
protection but that dead heads without union had 
best be removed and the hip fixed. Dr. Wilson men- 
tioned that such pathological processes as Dr. 
Phemister had shown also occurred in other regions 
which were not weight bearing, such as _ frac- 
ture dislocations of the shoulder, and following 
arthroplasty where the bone is stripped. Dr. Smith- 
Petersen agreed that blood supply is the first con- 
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sideration but pointed out that in congenital disloca- 
tion of the hip the round ligament is known to be of 
no use and still after reduction by the closed meth- 
od is often a progressive deformity of the head. This 
he thought due to destruction of the cartilage by 
pressure because of the new position. 

In concluding, Dr. Phemister briefly mentioned 
principles of treatment, and thought a fine choice 
often was necessary to insure the best result. In 
dead heads with union, too much use caused necro- 
sis but too little use often resulted in non-union. 
In dead heads without union in old people, the best 
procedure is removal of the head and fusion of the 
hip. Absorption of the neck of the femur following 
fracture he thought to be the result of a lack of 
osteogenic function of the periosteum of the neck, 
although others think that synovial fluid in the 
fracture line interferes with union. He knew of no 
explanation for the necrosis occurring in arthro- 
plasty. He agreed with Dr. Smith-Petersen that 
compression might interfere with the blood supply 
to the head of the femur. 





GREATER BOSTON MEDICAL SOCIETY 


A joint meeting of the Greater Boston Medical 
Society and the Staff of the Beth Israel Hospital 
was held on March 6, in the amphitheatre of the hos- 
pital. Professor Leopold Lichtwitz, Physician-in-Chief 
at the Montefiore Hospital for Chronic Diseases, in 
New York, was the principal speaker. The subject 
was “The Dynamics of Blood Dyscrasias.” Dr. M. E. 
Barron, President of the Society, presided. 

Dr. Lichtwitz attacked the problem of blood 
dyscrasias in a manner novel to most considerations 
of the subject. The blood and its cells are not to 
be viewed oply as seen through the microscope, but 
in a much broader sense. In addition to the actual 
cell counts as obtained by the ordinary methods the 
blood volume and total number of cells are of utmost 
importance. Even though the percentage of hemo- 
globin and the red blood count be normal, in the 
presence of oligemia there thus may be anemia. 
Numerous cases were depicted in illustration. The 
size of the red blood cells and the great changes in 
the total surface of the cells in anisocytosis was 
another point that was emphasized. The impor- 
tance of this factor in gaseous exchange cannot be 
overemphasized. The concept of “inactive hemo- 
globin” was touched upon and the disproportion in 

. polyglobulia between hemoglobin content and oxy- 
gen carrying capacity was mentioned. After about 
150,000 gaseous exchanges the life of the normal 
red blood cell ends, due to colloid changes in the 
stroma consequent on chemical activity. This type 
of aging is an attribute of all colloidal systems, and 
in the particular instance of blood, there is an aver- 
age destruction of about 100 cc. daily. The life of the 
red blood cell must be less in anemia because of the 
greater amount of work (gaseous exchange) neces- 
sary for each cell. The only known method for 
studying the colloidal state of the erythrocyte on a 








quantitative basis is by a study of cell fragility. 
After hemorrhage and in anemia the cells are 
younger and the more fragile, or old, forms are miss- 
ing. The “fragility curve” of the red blood cells is 
thus important in the study of blood-dyscrasias. 
Blood renovation is explained on the concept that 
higher frequency of oxygen combination means in- 
creased destruction and then formation of new cells. 
The paper was discussed by Drs. Maurice B. 
Strauss, William E. Dameshek, William B. Castle, and 
Joseph C. Aub. All of the speakers emphasized their 
interest in the viewpoint presented. Drs. Castle and 
Aub questioned somewhat the accuracy of fragility 
tests in determining the age of red blood cells, and 
wondered whether other factors might not be impor- 
tant in fragility as well as mere age, and whether 
fragility really was a direct measure of age. In 
closing the meeting Dr. Lichtwitz summarized his 
views by saying that the duration of erythrocytes is 
not a function of time but a function of reactions. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, April 10, at 8:15 P.M. 

PROGRAM 


Presentation of Cases. 

The Incidence, Etiology and Treatment of Nutri- 
tional Anemia. By L. S. P. Davidson, M.D., 
F.R.C.P.E., F.R.S.E., Professor of Medicine at the 
University of Aberdeen. 

Dr. George R. Minot will preside. 

JOHN Homans, M.D., Secretary. 





WILLIAM HARVEY SOCIETY 
The next meeting of the William Harvey Society 
will be held Friday, April 13, in the Auditorium of 
the Beth Israel Hospital, Boston, at 8 P.M. 
PROGRAM 
Speaker: Dr. Albert A. Epstein, of New York City. 
Subject: “Diseases of the Kidney in General Prac- 


tice.” 
Chairman: Dr. Henry Baker, Assistant Professor 
of Medicine, Tufts College Medical School. 





MASSACHUSETTS GENERAL HOSPITAL 


A Clinical Meeting of the Staff of the Massachu- 
setts General Hospital will be held in the Moseley 
Memorial Building, on Thursday, April 12, 1934, at 
8:15 P.M. 

CLINICOPATHOLOGICAL CONFERENCE 

Three cases will be presented. 

Differential diagnosis by Dr. Frederick T. Lord, 
Dr. Arthur W. Allen, and Dr. Fuller Albrign:. 

Pathological discussion by Dr. Tracy B. Mallory. 

Physicians, Medical Students, Nurses and Social 
Workers are cordially invited. 

COMMITTEE ON HOSPITAL MEETINGS. 
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NEW ENGLAND ASSOCIATION OF THE JOHNS 
HOPKINS ALUMNI 


The annual meeting of the New England Associa- 
tion of the Johns Hopkins Alumni will be held Sat- 
urday evening, April 14, at the University Club, 
Boston. Dinner will be served at 7 P.M. Dr. E. K. 
Marshall, Jr., Professor of Pharmacology, will ad- 
dress the meeting after the dinner. 

MARSHALL FuLton, M.D., Secretary. 

721 Huntington Avenue, Boston. 





PHI DELTA EPSILON FRATERNITY 


On Monday night, April 16, the Phi Delta Epsilon 
Fraternity of Boston University School of Medicine 
will hold another of its open meetings. 

Dr. Frank H. Lahey, of the Lahey Clinic, will 
speak on “Thyroid Disease, Its Diagnosis and Man- 
agement”; and Dr. Lewis M. Hurxthal, of the 
Lahey Clinic, will talk on “Myxedema, Hypometabo- 
lism, and Blood Cholesterol.” Dr. Allan Winter 
Rowe, Director of Clinical Research of the Evans 
Memorial Hospital, will lead the discussion. 





BOSTON UNIVERSITY SCHOOL OF MEDICINE 


WILL ConpucT A CLINICAL MEETING 
AT Boston City HospiraL 

Dr. E. Starr Judd, Professor of Surgery, University 
of Minnesota School of Medicine, and Surgeon at the 
Mayo Clinic, Rochester, Minnesota, will give a clinic 
in the Cheever Amphitheatre, Boston City Hospital, 
at 11 o’clock on Monday, April 16, under. the auspices 
of the Department of Surgery of Boston University 
School of Medicine. 

His subject will be “Surgical Diseases of the Bil- 
iary Tract.” Drs. Horace Binney of the Boston City 
Hospital, Arthur W. Allen of the Massachusetts 
General Hospital and Elliott C. Cutler of the Peter 
Bent Brigham Hospital will take part in the dis- 
cussion. 

Physicians and medical students are invited to 
attend. 

Orto J. HERMANN, 
WILLIAM R. Morrison, 
Dwicut O’Hara, 
Committee on Clinics, 
Boston City Hospital. 





SOUTH END MEDICAL CLUB 


The regular meeting of the South End Medical 
Club will be held at the office of the Boston Tuber- 
culosis Association, 554 Columbus Avenue, Boston, 
on Tuesday, April 17, 1934, at 12 noon. The speaker 
will be Richard M. Smith, M.D., Assistant Professor 
of Pediatrics and Child Hygiene, Harvard Medical 
School; Visiting Physician at the Infants’ Hospital; 
Associate Physician at the Children’s Hospital. His 
subject will be “Acute Abdominal Conditions in 
Children.” All physicians are cordially invited .to 


NEW ENGLAND SOCIETY OF PSYCHIATRY 


April 27—The New England Society of Psychiatry 
will hold its Spring meeting at the Psychiatric Clinic 
of the Boston State Hospital, Dorchester Center, 
Massachusetts. 

Har“an L. Paine, M.D., Secretary-Treasurer. 





AMERICAN HEART ASSOCIATION 
The Tenth Scientific Session of the American 
Heart Association will be held on Tuesday, June 12, 
1934, from 9:30 to 5:30 P.M., at the Cleveland Hotel, 
Cleveland, Ohio. The program will be devoted to 
arteriosclerotic heart disease. 





ANNUAL MEETING OF THE MASSACHUSETTS 
TUBERCULOSIS LEAGUE 


The twenty-second Annual Meeting of the Mas- 
sachusetts Tuberculosis League, Inc., will be held 
at Hotel Statler, Boston, on Thursday, April 12. 
Dr. Frederick T. Lord, President, will preside at the 
sessions which will begin at 11:00 A.M. in Parlor B 
on the Mezzanine Floor. 

The first session will consist of the annual address 
of the President, reports of the Executive Secretary, 
the Educational Secretary and the Treasurer. 

At noon there will be a meeting of the Corpora- 
tion for election of Officers and Directors. 

At 12:45 P.M. the annual luncheon meeting will 
be held in the Georgian Room at which the speakers 
will be Dr. Henry D. Chadwick, State Commissioner 
of Public Health, and Dr. Kendall Emerson, Manag- 
ing Director of the National Tuberculosis Associa- 
tion. 

Members of the twenty-eight Affiliated Organiza- 
tions of the League throughout the State are invited 
to attend the sessions. 

The price of the luncheon will be $1.00. Reserva- 
tions should be sent to the Massachusetts Tuber- 
culosis League, 1148 Littie Building, Boston—Tele- 
phone, Hancock 5480. 

‘ di a 

SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


April 5—Faulkner Hospital Clinical Meeting will be held 
at 5 P.M. 

April 5—Hart Hospital, Inc., Staff Meeting will be held 
at 8:30 P.M. 

April 5—New England Hospital for Women and Chil- 
dren will hold its regular clinico-pathological conference 
at 7:30 P.M. 

April 10—Harvard Medical Society. See page 778. 
April 11—New England Dermatological Society will meet 
at the Boston City Hospital at 3 P.M. 

April 12—Massachusetts Tuberculosis League. See no- 
tice above. 

April 12—Massachusetts General Hospital. Clinical 
meeting of the Staff. See page 778. 

April 13—William Harvey Society. See page 778. 

April 13, 20 and 27—Salmon Memorial Lectures. See 
page 443, issue of February 22. 

April 14—New England Association of the Johns Hop- 
kins Alumni. See notice elsewhere on this page. 

April 16—Phi Delta Epsilon Fraternity. See notice 
elsewhere on this page. 

April 16—Boston University School of Medicine to Con- 
duct a Clinical Meeting at Boston City Hospital. See 
notice elsewhere on this page. 

April 16-20—The American College of Physicians will 








attend. The usual luncheon will be served. 


hold its Eighteenth Annual Clinical Session in Chicago 
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at the Palmer House. For informati6n write Mr. E. R. 
Loveland, Executive Secretary, 133-135 South 36th Street, 
Philadelphia, Pa. 

April 17—South End Medical Club. See page 779. 

April 23—Physicians Art Exhibit. See page 776. 

April 27—New England Society of Psychiatry. See 
page 779. 

April 30—The American Board of Dermatology and 
Syphilology. Examinations for Certificates. Address: 
a4 C. Guy Lane, 416 Marlboro Street, Boston, for de- 
tails. 

May 14, 15, 16, and 17—Thirtieth Annual Meeting of the 
National Tuberculosis Association. For details apply to 
the National Tuberculosis Association, 450 Seventh Ave- 
nue, New York City. 

May 26, 27, 28, and 29—The American Association on 
Mental Deficiency. Details may _ be obtained from the 
Secretary, Dr. Groves B. Smith, Godfrey, Illinois. 

June 12—American Heart Association. See page 779. 

July 24-31—The IVth International Congress of Radiol- 
ogy will be held in Zurich under the presidency of Pro- 
fessor H. R. Schniz. General Secretary Dr. H. E. Walther, 
Gloriastrasse 14, Zurich. 

September 3-6—American Public Health Association, 
at Pasadena, California. Dr. J. D. Dunshee, Chairman, 
Local Committee on Arrangements. 

September 4, 5, 6—International Union Against Tuber- 
culosis. For information address the National Tubercu- 
losis Association, 450 Seventh Avenue, New York City. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


Thursday, May 3—Censors’ Meeting, at Salem Hospital, 
3:30 P.M. 

Tuesday, May 8—Annual Meeting. Salem Country Club, 
Forrest Street, Peabody. Dinner at 7. Speaker to be 
announced. Subject to be announced. 

RALPH E. STONE, M.D., Secretary. 


221 Cabot Street, Beverly, Mass. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
The next meeting will be held on the second Tuesday 
of May at the Weldon Hotel, Greenfield, at 11 A.M. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland, Mass. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
The next meeting will take place in May (2nd Wednes- 
day) at Winchester. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
76 Church Street, Winchester, Mass. 


MIDDLESEX NORTH DISTRICT MEDICAL SOCIETY 


Meeting will be held on April 25. 
T. A. STAMAS, M.D., Secretary. 
226 Central Street, Lowell, Mass. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 


May 3—Censors’ Meeting will be held at the Boston 
Medical Library, 8 Fenway, Boston. 


NORFOLK DISTRICT MEDICAL SOCIETY 


April 17—Hotel Kenmore, 8:30 P.M. Special Business 
Meeting. 
May—Annual Meeting. Time, place and program to be 
announced. 
FRANK S. CRUICKSHANK, M.D., Secretary. 


1695 Beacon Street, Brookline, Mass. 


NORFOLK SOUTH DISTRICT MEDICAL SOCIETY 


April 5—12 noon at Norfolk County Hospital. Speaker: 
Dr. Elliott P. Joslin. Subject: Diabetes. 
May 3—12 noon at Norfolk County Hospital. Annual 
Meeting. Election of Officers. 
N. R. PILLSBURY, M.D., Secretary. 
Norfolk County Hospital, South Braintree, Mass. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


April 25—Annual Meeting at the Boston Medical Library. 
Election of Officers. Scientific Program, titles and speak- 
ers to be announced. 

The Medical Profession is cordially invited to attend 
this meeting. : 

JAMES H. MEANS, M.D., Vice-President. 
GEORGE P. REYNOLDS, M.D., Secretary, 
311 Beacon Street, Boston, Mass. 


WORCESTER DISTRICT MEDICAL SOCIETY 
Meetings to be held on Wednesdays as follows: 
April 11—Open date. 


May 9—Annual Meeting. 


Time and place to be an- 
nounced later. 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester, Mass. 


-— 
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BOOK REVIEWS 





International Clinics. Edited by Louis Hamman, 
M.D. Volume IV. Forty-Third Series, 1933. Pub- 
lished by J. B. Lippincott Company. 317 Pages. 


Since Dr. Hamman has assumed editorial control, 
the major portion of each volume of these clinics has 
been devoted to a symposium on some subject. This 
is a great advantage to the practicing physician as 
most of the articles in these symposia are reviews 
of the work of various men who have been major 
contributors in these fields. Bringing the subject 
matter up to date so promptly gives it a distinct 
advantage over the textbook. The symposium in 
this particular volume relates to the use of endo- 
crine gland products as thyroid, pituitary and supra- 
renal substance and insulin with a discussion of the 
experimental and clinical background. 

There is also an excellent article on the treat- 
ment of obesity by Wilder. Finland reviews at 
length the important problem of the serum treat- 
ment in pneumonia. Although the section on sur- 
gery is considerably less prominent it has some 
good articles. In the field of dermatology there is 
a review of Lupus Erythematosus Disseminatus. 


Industriat Health Service. By Leverett DALE 
Brisrct. Published by Lea & Febiger, Philadel- 
phia. 170 Pages. Price $2.00. 


The author divides this 170-page manual into three 
parts. Part I presents an employee health scheme 
for an industrial plant. Part II relates to methods 
for carrying out the scheme. Part III gives “what 
everybody ought to know” information regarding 
health. 

The book is written in the light of a wide and 
varied experience. The author’s fundamentals are 
sound and his medical advice is refreshingly good. 

The book seems well calculated to serve its pur- 
pose as a guide for industrial managers and em- 
ployers generally and to be useful to anybody. 


Medical Art Calendar, 1934. Published by J. Philip 
Kruseman, The Hague. Price $1.50. 


This well-known Dutch calendar, which apparent- 
ly is a unique contribution to the history of medi- 
cine, has been published for a number of years. In 
it are found, attractively reproduced, copies of fa- 
mous pictures. It is well worth the modest price 
charged for it. 
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